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Preface, 1994

The relationship between what people think and what they do is
explored in this study of medical decision making in a Mexican
village. It was motivated by the observation that in cultural settings
characterized by multiple treatment options, there is significant
variability in resort to different treatment alternatives by individuals
and within families. How can this variability be explained? What
considerations do individuals perceive as important? Are there shared
cultural understandings which help account for different treatment
decisions?

This book documents our attempt to answer these questions within
the context of a single community. Central to the methodological
design is a separation between the data used to build the decision
model and that used to test the model. In addition to traditional
ethnographic means, a variety of structured data collection methods
are used. Detailed descriptions of the interviews, analysis and
interpretation are provided in order to clarify the steps involved in
independently building and testing the decision model.

It is not necessary, nor may it be culturally appropriate, for
researchers attempting to assess the generalizability of our findings
to faithfully replicate the specific interview procedures. The strategies
used to elicit and construct decision models will vary by cultural
context. What is critical is that efforts to assess the generalizability
of the decision modeling approach be based on a two-pronged design
which replicates the separation of data used in the construction of
the model from data used in evaluation. Although we think that
aspects of the findings have application to other settings which share
similar characteristics, this can only be established through additional
empirical work. The decision model developed here is not intended
to pertain to any cultural setting but is tied to a particular ethnographic
context. The findings of the present study cannot be invalidated simply
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viii Preface, 1994

by 'c}emonSUatmg that the model developed here does not fit another
setting.

The cognitive anthropological approach adopted here focuses on
representing the cultural understandings relevant to treatment
decisions. But framing this study around the concept of choice may
be seen by some as problematic. Choice is seen as implying that
individuals are free to make voluntary decisions; it also minimizes
attention to constraints imposed by political economy and the objective
§0cia1 order. Yet, such a critique begs the question of whether it
1s possible to explain what people do when faced with an illness
and why they do it, without recourse to cultural understandings. Ir;
addition, empirical studies of treatment choice have not been carried
out from a political economy perspective. Such an account would
have to explain why individuals resort to different alternatives at
different times. Finally, it is incorrect to view an ethnographic
decision model as fundamentally volitional. The model specifies only
those alternatives that individuals in a cultural setting view as open
to them. While a treatment alternative may be preferred, the model
also stipulates the constraints that lead to the use of less preferred
alternatives. These statements should not be interpreted as suggesting
that a political economy perspective would not contribute to our
understanding of treatment choice in Pichataro. On the contrary, each
approach could be used to complement the other. They are not
mutually exclusive.

In addition to accounting for treatment choices, a decision model
can be evaluated in terms of its representation of the cognitive basis
of decisions. Recent work in cognitive anthropology has emphasized
the .importance of goals to an understanding of human action.
Although the formulation of the decision model in this book does
not refer to goals, it is worthwhile to reconceptualize the findings
in these terms.

Integral to the decision rules are two inverse rank orderings of
treatment alternatives, a cost ordering and a probability-of-cure
ordering. When an illness is not serious, the general pattern is to
use the treatment alternatives in order of their costs, from least
expensive to most expensive, as a last resort. When the illness is
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judged to be serious, the preferred pattern is to use the alternative
most likely to result in a cure, with cost a much less important
consideration. Although both of these orderings are based on a general
goal of getting well, embedded in cost-ordering is the goal of
conserving economic resources and within the probability-of-cure
ordering, the goal of ensuring that a cure is achieved. In the decision
process these goals may conflict as physician treatment is generally
the alternative judged most likely to achieve a cure but is also the
most expensive, while self-treatment is judged least likely to achieve
a cure and is also the least expensive. These goals are prioritized
on the basis of illness severity. In the probability-of-cure ordering
priority is placed on obtaining an efficacious cure. In the cost-ordered
strategy, the emphasis is on spending as little as possible to achieve
a cure.

The two orderings represent prototypical patterns and, of course,
there are exceptions, especially when the means are not available
to realize a particular choice. For example, when a serious illness
occurs in a household with scarce economic resources, even though
the preferred choice would be the alternative with the highest
likelihood of cure, economic limitations constrain choices to lower
costs, thereby approximating a cost-ordered sequence. The decision
model consists of rules which incorporate these general principles
of preferred sources of treatment and details the constraints that at
times lead to the choice of less preferred alternatives. These rules
should not be reified as constructs in people’s heads, but are generated

" in response to particular illness situations and operative constraints.

While the two orderings represent the goals people have in mind
when making treatment decisions, whether these goals are realized
depends in part on the presence or absence of external constraints
such as lack of money or transportation.

This book now bears the names of both of the individuals
responsible for its creation. Before this book was first published,
my late husband asked to have my name added as an author. He
was told it was too late in the process to make this change as well
as other changes that would be required (e.g., the consistent use of
““we’’ throughout the text). At the time, I was pursuing a graduate
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degree in another field and considered the omission unimportant.
Subsequently, the loss of my husband and the realization of the depth
of my interest in anthropological problems, led to a major career
shift. The decision to add my name was a difficult one, but only
because of concern about possible negative reactions by others.
However, when a book represents the joint work of two individuals
it cannot be inappropriate for that fact to be reflected by joint
authorship which recognizes the primary role of the senior author.
Nevertheless, changes have not been introduced into the text that
1s reprinted here in its original form.

—Linda C. Garro

Preface

his study of medical beliefs and illness treatment decision mak-

ing is based on field research done in collaboration with my
wife, Linda C. Garro. It employs what we regard as one of the more
promising contemporary anthropological methods—the cognitive-
ethnographic study of decision making in natural settings. Our aim
has been to use this approach in investigating medical choice in
Pichdtaro, a village in the mountains of west-central Mexico, in
such a way that the findings will be of interest not only to anthro-
pologists, but to anyone concerned with how people in rural Third
World communities deal with the universal problem of illness.
Medical Choice in a Mexican Village is my account of the results
of these efforts.

In the course of the research we have incurred many debts, which
I would like to acknowledge here. Thanks must go first to the peo-
ple of Pichataro, who responded to our presence in their com-
munity—and to our unending questions—with friendship and coop-
eration. I cannot begin to name all who served as our willing
teachers, but there are some I must thank individually. I offer sin-
cere appreciation to Octavio, Francisco, and Rafael Equihua for
the many hours spent in their company. We were also warmly re-
ceived in our innumerable visits to the homes of Mateo Rodriguez
and Martm and Rogelio Martinez, and they have my heartfelt
thanks. I owe much to Rafael Espinosa for his incisive and eloquent
views on life in Pichataro.

Dr. Gonzalo Aguirre Beltran of the Secretaria de Educacién
Publica, and Gildardo Gonzalez Ramos and Alberto Medina Pérez
of the Instituto Nacional Indigenista, provided valuable advice and
assistance. The Instituto Nacional de Antropologria e Historia, and
its subdirector, Fernando Camara Barbachano, have my thanks for
their cooperation in granting permission for the field research.

xi
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At the Department of Anthropology of the University of Califor-
nia, Riverside, where I received my training in anthropology, 1
would especially like to acknowledge the advice and help of Alan
Beals, David Kronenfeld, Michael Kearney, Gene Anderson, Carol
Mukhopadhyay, and Robert Randall. Others who have contrib-
uted to the project, both with their advice and with the examples
they have set in their own work, include Christina Gladwin, Hugh
Gladwin, and Naomi Quinn. Of course, none of these people should
be held responsible for any shortcomings remaining in this work.

John Maiolo and Walter Shepherd of East Carolina University
provided valuable support during final revision of the manuscript,
for which they have my thanks. Those who assisted with the prepa-
ration of the manuscript include Karen DeVol and Shirley Lassiter,
who typed the final version, Joan Mansfield, who produced several
of the figures, and Ellen Schrader and Bonnie Ratcliff, who assisted
with the index. I appreciate the efforts of Marlie Wasserman and
Leslie Mitchner of Rutgers University Press, who saw the manu-
script through the publication process with skill and care.

The research was funded by a grant-in-aid from the Wenner-
Gren Foundation for Anthropological Research, and by Alcohol,
Drug Abuse, and Mental Health Administration National Re-
search Service Awards Nos. 1-F31-MH-05500-01 and 5-F31-
MH-05500—02 from the National Institute of Mental Health. I am
pleased to acknowledge this generous support.

Chapter Four was previously published, in slightly different
form, as “Illness Categories and Action Strategies in a Tarascan
Town” in American Ethnologist (5:1:1978:81-97, copyright Ameri-
can Anthropological Association), and is used here with permission.
It is again my pleasure to acknowledge the advice of James Arm-
strong in that analysis. Portions of Chapter Six appeared in some-
what different form in my article “A Model of Illness Treatment
Decisions in a Tarascan Town” in American Ethnologist (7:1:1980:

- 106-131).

Spanish terms have been used in the text wherever they add pre-
cision to the ethnographic description; those used repeatedly are

defined in the Glossary.
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To protect the privacy of our informants, the names used in the
text have been changed.

Our initial fieldwork was carried out during twelve months’ resi-
dence in Pichataro from 1975 to 1977. We spent several more weeks
there doing further field research in the summer of 1980. The pat-
tern of use of different health-care alternatives remains basically as
described here. The formal model of treatment decision making
presented in Chapter Six would seem fully as adequate for these
more recent data as for the 1975-1977 cases. We also had the oppor-
tunity to collect data in the neighboring community of Uricho,
which has better access to Western health care. This will allow us
to begin exploring the wider applicability of the conclusions
reached in Chapter Seven.

I would again like to acknowledge the contributions of my wife,
Linda, to this project. She did as much of the interviewing as 1. Her
continuing advice and assistance as I analyzed the data and wrote
up the findings have been essential to the completion of this book.
Whatever merit it has is as much due to her efforts as to my own,
and for this she has my most sincere thanks of all.
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Introduction

his is an anthropological study of a rural Mexican community’s

system of medical beliefs, and of how these beliefs relate to the
way people deal with illness. The focus of the study is on individu-
als as purposive actors and rational decision makers. We attempt to
understand the nature of the knowledge they bring to an occur-
rence of illness, how this knowledge is applied in evaluating the ill-
ness, and the process whereby decisions about treatment are then
made. The setting is a village having a pluralistic health-care sys-
tem, in which orthodox Western medical care is only one of several
alternative sources of treatment.

The situation examined here is by no means unique. People
everywhere must choose from the several possible courses of action
available to them in attempting to treat illness. The question of
choice becomes even more significant in non-Western settings,
where modern medical services, often only recently having become
available, represent alternatives to longer-established traditional
medical practices and native curing specialists.! This kind of medi-
cal pluralism is common in countries of the Third World, particu-
larly in their rural communities. People in these settings have an
especially varied set of options and must regularly choose from
among two or more distinct systems of medical knowledge and
practice in seeking treatment for an illness. The present study at-
tempts, in the context of one such community, to explain how these
choices are made.

This explanation is based on a formal model of the decision-
making process employed by members of the community in seeking
treatment. The model is constructed within the framework of re-
cent developments in cognitive anthropology concerning decision
making in natural, real-world situations. Studies of this type have
attempted to move from the earlier ethnoscience concern with the
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content and organization of particular domains of cultural knowl-
edge (see Tyler 1969) to the question of how such knowledge relates
to purposive behavior by describing the shared decision rules by
which people select alternative actions. Thus we are concerned not
only with what a people believes to be true about illness and its
treatment but also with the specific consequences of these beliefs
for what they do about illness.

THE STUDY OF MEDICAL CHOICE

One of the best ways to examine how alternative medical systems
interrelate is from the point of view of the people who must choose
among them. Much of the existing research by anthropologists in-
terested in illness beliefs and treatment practices has in fact dealt
with the issue of choice, although with a variety of purposes and
from several theoretical-methodological perspectives.? Implicit in
these differing approaches to medical choice are somewhat differing
views of what constitutes explanation. '

Crucial to understanding the aims of the present research, in con-
trast to these others, is the distinction between culture as patterned
events and behavior and culture as a system of knowledge. Both of
these are current views of what culture is or represents (for exam-
ple, contrast Harris 1968 and Kay 1970). But as Goodenough (1964)
has pointed out, these are not merely two differing views of the
same reality; they point to two distinct orders of reality:

One is the phenomenal order of observed events and the regulari-
ties they exhibit. A human community, like any other natural uni-
verse in a state of near equilibrium, exhibits the statistical patterns
characteristic of internally stable systems. . . . Similar, but never
identical, events occur over and over again and are therefore isolable
as types of event and patterned arrangement. Certain types of ar-
rangement tend to persist and others to appear and reappear in fixed
sequences. An observer can perceive this kind of statistical pattern-
ing in a community without any knowledge whatever of the ideas,
beliefs, values, and principles of action of the community’s members,
the ideational order. The phenomenal order is a property of the com-
munity as a mate:rial system of people, their surroundings, and their
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behavior. The ideational order is a property not of the community
but of its members. It is their organization of their experience within
the phenomenal order, a product of cognitive and instrumental
(habit forming) learning. The ideational order, unlike the statistical
order, is nonmaterial, being composed of ideal forms as they exist in
people’s minds, propositions about their interrelationships, prefer-
ence ratings regarding them, and recipes for their mutual ordering as
means to desired ends. . . . Thus, the phenomenal order of a com-
munity, its characteristic*“way of life,” is an artifact of the ideational
order of its members (Goodenough 1964:11-12).

Culture, in the sense of the ideational order, provides the people of
a community with, among other things, shared standards or rules
for solving problems and selecting particular courses of action. Of
course, a cultural tradition cannot provide reliable standards for
behavior in all possible situations. But, in general, the more recur-
rent and important the choice, the morelikely it is that we will be
able to elicit meaningful statements of how these choices are made
(Quinn 1978:220). Illness would seem to fit these qualifications, and
thus we will assume that the best way of explaining the observable
pattern of illness treatment choices characterizing a community is
to discover, in as direct a way as possible, the ideational basis of
these choices in the minds of the community’s members.

Thus we advocate that systematic attention be given to people’s
own explanations of the considerations they have in mind in their
choices of treatment. In contrast, much other research on medical
choice in pluralistic settings either explicitly rejects the formal elic-
itation of decision criteria as a major research strategy or more fre-
quently, implicitly eliminates it with the adoption of a correla-
tional paradigm. A good example of explicit rejection is Janzen’s
(1978) study of therapeutic choices among the BaKongo of Lower
Zaire. That study analyzes a small number of especially complex
illnesses in the belief that such cases would best clarify the multiple
relationships between alternative treatments and the ways in
which the actors evaluate their options. Janzen follows particular
cases through time and interprets the resulting therapeutic choices
on the basis of informants’ post hoc “rationalizations,” combined
with his knowledge of the particular social position and personal
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history of the patient. He specifically contrasts thls approach. m;h
that in which people are asked, in formal interwetvs.rs, to explain the
nature of the considerations involved in their decisions about‘treat-
ment. Janzen’s attempt to employ this latter approach, which he
identifies with ethnoscience, was reported to have ‘peen unsuccess-
ful—it resulted only in “cerebralized and individu?hzed recon.stru(‘:-
tions of native theory” (1978:34)—and was thus dls.ca.r(?ed.'3 Since it
is just this kind of approach that is followe(zl here, _1t is important to
clarify the probable reasons for Janzen’s difficulties. .
Janzen’s main problem seems related to the nature of his cases.
By specifically concentrating on those that were unusually ‘com-
plex, problematic, and that had escalated beyond t.he ord}n.ary
(1978:64), he minimized the likelihood that such routu.le demsuzln-
making standards, as described above, would be f)peratlve. The de-
cisions he econsiders were undoubtedly of great unportanc'e to the
people involved, but because all ordinary means to cope with ’them
failed, they were inherently less predictable: Thus Janzen’s at-
tempts to discover culturally standardized decision r.ules wou_ld un-
derstandably be inconclusive. In fact, anthropologists looking at
therapeutic choice in pluralistic settings have often tended to con-
centrate on the unusual and the spectacular at t}'le expense of the
more mundane, but much more frequent—and. m'the }ong term
more significant—kinds of illnesses people deal w1t'h in (‘tlall.y life. To
be sure, examination of extraordinary cases'can yield significant In-
sights into the dynamics of medical plurahsm., but to concentra;e
exclusively on such nonroutine decision makmg’leaves us largeky
unprepared to account for how most of a group's members_ ma Ie
decisions about treating most kinds of illnesses most of the time. It
is just this sort of an accounting that the present study attempts to
aciflncl(l))rlllfist to the “thick description” (see Geertz 1973) appr.oach
of Janzen, Turner (1968), and others, a large number of stu(.hes of
medical choice have adopted what I referred to as a “correlational
paradigm. In this approach, single factors or vanab.les, or c.lasses of
these, are posited as explaining aggregate data on.dli.’feren@al treat-
ment choices because of their patterns of association with them.
Studies done within this framework, for the mqst pax:t, may be
classified accordihg to whether they have emphasized either char-
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acteristics of the illnesses tending to be taken to each treatment
alternative, or characteristics of the people tending to use each al-
ternative. For example, in some Latin American communities it has
been reported (see Erasmus 1952; G. Foster 1958; Simmons 1955)
that illnesses are generally classified into two groups: those that are
curable with modern medicine, and those that can be successfully
treated only with folk curing methods. Treatment choices, in this
view, then become predictable on the basis of the diagnostic cate-
gory of the particular episode, and its status relative to this “folk
dichotomy.” 4+ Alternatively, several studies (see DeWalt 1977; Mc-
Clain 1977; Press 1969; Schwartz 1969; Woods 1977; Woods and
Graves 1973) have focused primarily on the characteristics of the
people tending to use different treatment sources. These studies as-
sert that some people in a community use different treatment al-
ternatives because they have different beliefs or expectations about
their effectiveness. Accordingly, individual characteristics such as
educational level, acculturative status, age, and sex would seem

likely to show significant relationships with treatment choices.

Studies of this type base their explanation on the discovery of co-

occurring phenomena, with the implicit assertion that there is some

necessity to this co-occurrence, some sort of causal connection.

This assertion has been suitably criticized elsewhere (see, for exam-
ple, Fisher and Werner 1978:206). As a means of providing a truly
cultural explanation of medical choice, the correlational approach
poses a number of difficulties.

A common misconception is that choice of treatment involves
only two alternatives—traditional and modern medicine. While this
is a distinction that the investigator may well wish to make in the
course of analysis, it does not necessarily represent the only, or
even the most salient, distinction among treatment alternatives in
the minds of the people making the choices. In most settings
described—and this is certainly also true in the present case—there
are multiple sources of both modern and traditional medical treat-
ment. It i1s necessary not only to recognize that in most settings
there exist several major alternatives, including self-treatment, but
also to take care that these alternatives represent the entire range
of options in the view of the people being studied as well.

Another difficulty is that studies of this type sometimes lack ex-
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tensive data to support their conclusions, and base broad general-
1zations on relatively few cases. It is revealing, for example, that at
least in the case of the community studied here, illness types which
clearly fit into the type of folk dichotomy described earlier repre-
sent considerably less than 10% of all illness episodes recorded. A
related consideration in associating certain diagnostic categories
with specific alternatives is that the label applied to a given illness
episode by an informant, particularly if questioned some time after
the illness has occurred, is often not independent of the treatment
chosen.

The most fundamental criticism to be made of the correlational
approach, however, is that in looking primarily at overall patterns
of treatment choices and their regularities in terms of the type of
illness or class of people associated with each alternative, the idea-
tional basis of the many individual decisions these patterns ulti-
mately represent is largely ignored or, at best, is only indirectly
inferred. And since varied considerations may lead to the same ob-
servable outcome, or conversely, a variety of actions may be taken
by different people applying basically the same standards of choice,
investigations that deal primarily with the phenomenal order can
inform us only imprecisely, and often iricorrectly, about the idea-
tional basis of the observed behavior. This is not to say that the
phenomenal order may be ignored. To the contrary, the actual, ob-
servable outcomes associated with different occurrences of illness
will be precisely the data used to verify our description of the idea-
tional basis of these choices.

With only a few exceptions (see A. Beals 1976; Fabrega 1974),
research on choices of treatment in pluralistic settings has thus not
been primarily concerned with discovering and explicitly modeling
the decision-making process. This study will attempt to show the
advantages of this method of inquiry.

THE DECISION-MAKING APPROACH

Although the idea that anthropologists should concern themselves
with individual decision making is not a particularly new one (see
Firth 1951; Goodenough 1956; Barth 1967), only relatively recently,
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as part of the growth of the field of cognitive ethnography, have
explicit methodologies for undertaking such studies been developed
(see Geoghegan 1973; C. Gladwin 1977; Kay 1970; Quinn 1974). My
purpose is not to review these developments (for such reviews, see
Quinn 1975; White 1973) but instead briefly to outline what studies
emphasizing the decision-making approach represent and what
they attempt to accomplish. .

Anthropologists employing this perspective have generally
assumed that in areas of life in which people must regularly choose
between alternative courses of action, the members of a given group
frequently come to have a common set of standards concerning
how such choices are made. To the extent that members share simi-
lar relevant beliefs and purposes, and similar means for realizing
these purposes, and also have available similar alternative courses
of action, the idea of shared standards of choice seems justified. A
decision model represents an attempt to describe these standards in
an explicit, precise, and testable manner. Thus far, although the
number of empirical applications of the approach is small, the re-
sults cbtained have generally been quite good: usually 80% or more
of the choices are correctly accounted for (see H. Gladwin et al.
1978; Kay 1970).

A decision-making study usually addresses three questions (see
C. Gladwin 1977; Quinn 1976): 1. What are the alternatives the
members of a group consider open to them in regard to the particu-
lar problem at hand? 2. What are the criteria they use in selecting
among these alternatives (what information is considered)? 3.
What is the decision process—the principles whereby this informa-
tion is used or manipulated in making a choice? These findings may
then be formalized in a model (such as a flow chart, decision tree, or
decision table) that specifies the different ways in which specific
considerations or states of relevant criteria lead to the choice of
each alternative. Once constructed, the model may be tested using
independent data on the actual choices made by members of the
study community in selecting from among these alternatives. The
extent to which the model is found to account correctly for the ob-
served choices then serves as the measure of its accuracy in depict-
ing the actual standards of choice involved.?
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Ethnographic models of deécision-making processes constitute an
alternative to models which, for purposes of formal elegance, at-
tribute to the decision maker complex calculations of the overall
benefits or utilities associated with each alternative. A number of
recent studies (Fjellman 1976; C. Gladwin 1976, 1977; Quinn 1976;
Tversky 1972) would argue that models of decision making that do
entail such calculations are cognitively unrealistic in terms of the
information processing capabilities they would require, and be-
cause of this cannot offer accurate representations of everyday
choice making. Instead, it is argued, people are able to make com-
plex decisions by relying on procedures which simplify the kinds of
cognitive operations required; a major research aim is to discover
the process whereby this simplification is accomplished. One conse-
quence of simplification is that optimal choices—those having high-
est utility, lowest costs, or greatest benefits—are not always, and
probably not even routinely, made (Simon 1957). Because of this,
outcomes in natural decision making are determined both by the
nature of the information considered and by the nature of how it is
processed. Following Quinn (1976, 1978), then, we may assume that
models which come closest to representing real-world decision proc-
esses should also generate the most accurate predictions of behav-
ior. Thus it becomes essential that the procedures used in the con-
struction of such models entail no presumptions about the ultimate
form of the process itself.

THE FIELD RESEARCH

The analysis of medical choice presented in this book is based on
materials collected in Pichataro, Michoacdn, a rural community in
west-central Mexico. My wife and I were full-time residents of the
town from October 1975 to August 1976, and subsequently from
June to August of 1977, for a period totaling just over twelve
months. All interviewing, which with very few exceptions was done
in Spanish (Pich4ataro is a bilingual community),® as well as other
data collection, were carried out either by myself or my wife, a psy-
chologist with considerable anthropological training. Our infor-
mants included members of probably one-fifth of the over five hun-
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dred households in town. A smaller number, perhaps twenty-five or
thirty, we came to know well, and it is from these people that we
acquired the bulk of our education in Pichdtaro’s culture.

Most of the formally collected data may be placed in one of three
categories: 1. data used in developing the model of treatment
choice; 2. data used in testing the model; and 3. background and
supporting data. A brief review of the procedures employed in each
of these areas may serve to illustrate the overall plan of the
fieldwork. Each of the interviewing methods is described in greater
detail later in the book. .

The data used in developing the model of treatment choice are
from a series of interviews that constituted one of the main
fieldwork activities during almost eight months of our residence.
These interviews, which were done with a core group of approxi-
mately fifteen informants, were aimed at eliciting data on both the
decision criteria and the decision process. All except the initial in-
terviews (the “paired comparisons,” described in Chapter Six) in-
volved procedures that were devised or extensively modified in the
field in response to data needs that became apparent as the re-
search progressed. In all, we completed five different kinds of inter-
views, each directed at a specific aspect of the choice process.

Once the interviewing for the decision model was under way, we
began concurrent work on collecting case history materials for
eventual use in testing the model. For a period of about six months,
from February to late July 1976, a representative sample of sixty-
two Pichataro households was surveyed on an approximate bi-
weekly basis. At each visit, detailed descriptions of illnesses that
had occurred in the household were recorded on a standardized
form. None of the households involved in the interviewing de-
scribed in the first category was included in the sample; the cases
therefore provide independent data with which to test the model.
In all, 323 illness episodes were recorded, providing a fairly exten-
sive, varied, and generally representative view of the occurrence of
illness in Pichdtaro.” Background data on the households in the
sample were also collected. For each, brief descriptions were ob-
tained of past illnesses that had occurred prior to the case collec-
tion period. These household illness histories provided useful in-
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formation on the kinds of illness known by a given family and its
experiences with different treatment alternatives. These data were
particularly important in making the actual test of the model, as is
described in Chapter Six. We also collected fairly extensive socio-
economic data on each of the households to determine the degree to
which such factors may account for the different treatment choices
(see Appendix B). Finally, several key informants were asked to
rate the households in the sample in terms of their relative level of
wealth. These ratings were used in assigning an overall wealth rank
to each household. (Additional details on the case collection proce-
dures and the wealth rankings are given in Appendix A.)

Throughout the research period, data were collected to provide
background both for the study in general, and for the treatment
decision model in particular. Early in the fieldwork we completed a
census of Pichataro’s 509 households. This provided data on the
town’s population structure, the distribution of occupational types,
language usage, household composition, educational levels, and so
on. The census taking, along with a town mapping project that pre-
ceded it, also served to introduce us to the residents: by early in the
research period, each household in town had been visited by at least
one of us, and the general purpose of our presence in Pich4taro ex-
plained. The census materials supplemented our less formal obser-
vations as participants in many of the routine affairs of the town.
We attended fiestas, masses, town meetings, weddings, and fu-
nerals, and questioned people about what we had seen. We made
friends, became ritual kinsmen, got sick and were cured, engaged in
town gossip, visited, and in general experienced town life to the ex-
tent that our position as obvious, but graciously accepted, outsiders
permitted. Much of the description in the following chapter, in par-
ticular, derives from this sort of informal data collection.

People’s decisions about treatment necessarily cannot be under-
stood in isolation from their more general beliefs about illness. Ac-
cordingly, much of the interviewing not specifically involved with
the development of the decision model dealt with a number of re-
lated aspects of Pichdtaro’s medical system—concepts of bodily
structure and functioning, ideas about illness causation, principles
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of symptom evaluation, illness diagnosis and classification, and tra-
ditional treatment practices. A structured interview was designed
to sample illness beliefs in terms of the attributes of a set of named
illness types, and a formal analysis of the data it provided illus-
trates several features of Pichataro’s illness categories. Much effort
was also directed at identifying and determining the features of the
entire range of alternative sources of treatment used by Pichata-
refios. (Pichatarefio refers to a person from, or a thing characteris-
tic of, Pichataro.) Practitioners of each type in the community were
interviewed, and visits were made to nonlocal. treatment facilities
used by townspeople..

THE PLAN OF THE BOOK

Chapter Two describes the community of our research, with em-
phasis on those aspects of town life, and of the town’s relation to
the larger Mexican soclety, having greatest relevance for health
care.

The focus then turns specifically to the "Pichataro medical sys-
tem. Chapter Three introduces the main features of folk medical
knowledge. It describes the basis of these beliefs in local concep-
tions of bodily structure and function, as well as the variety of prin-
ciples invoked in explaining illness. Particular attention is given to
the illness evaluation process and to the factors involved in judg-
ments of seriousness—which are later shown to have special
significance in the treatment decision process.

Chapter Four illustrates some of the linkages between this sys-
tem of knowledge and the actions that people take in response to
llness. A formal analysis of a sampling of illness beliefs shows that
the structuring of illness categories tends to be congruent with how
this knowledge is used in purposive action relating to illness. These
findings challenge the relevance of etiological concepts such as the
“hot”-“cold” system as determinants of some types of illness-
related behavior.

The next two chapters directly address the issue of choice of
treatment. Chapter Five describes the range of treatment alterna-
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tives used by town residents. Chapter Six presents the formal
model of treatment decision making in Pichdtaro, including details
on the methods used in its construction and verification.

The concluding chapter summarizes the findings concerning the
use of each of the principal treatment options and goes on to con-
sider the major implications of the study for health care policy in
pluralistic settings like that of Pichataro. It demonstrates that
some of the more accepted views on the factors limiting the use of
modern medicine by rural Third World peoples do not adequately
explain the situation in Pichataro, and presents an alternative ex-
planation. '

2

Pichataro, a Sierra
Tarascan Town

The decisions that the people of Pichdtaro make in dealing with

illness are in a very real way influenced by the particular condi-
tions in which they live. The kinds of health hazards to which they
are exposed, the options they have available in treating illness, and
the constraints operating in choices among these are all determined
by the nature of their community and its place in relation to the
wider society. In this chapter we will examine Pichataro, its people,
and their ways of life, with special attention to those aspects most
important for understanding the brozig;ler context of medical
choice.!

THE REGION AND THE TOWN

San Francisco Pichdtaro is a Tarascan community of nearly three
thousand people located in the west-central Mexican state of
Michoacan.? The town lies at an altitude of around 8,000 feet in the
tierra fria (‘cold country’), west of Lake Patzcuaro, and is some
twenty miles by road from the regional market city of Patzcuaro
(see Figure 2.1). This part of Michoacin divides into two main
areas: the Sierra Tarasca, the largest, comprising the western two-
thirds of the region; and the string of towns and villages around the
shore and on the islands of Lake Patzcuaro. The Sierra is a high
volcanic plateau with an irregular surface of interlacing mountains
and valleys, formed largely from composite volcanoes, lava flows,
and younger cinder cones—one of which (Paricutin) appeared only.
forty years ago. Due to its elevation, the Sierra is an area of gener-
ally cool days and cold nights. The year divides into a wet season,
with almost daily rain from late May or early June until Septem-

15



16 Medical Choice in a Mexican Village

Carapan

Narth

& Tinguindin

Quiroga

Charapan

JParacho

5y—in
,/‘f’uncuarc e
Capocuoro

Angahuan

Tingambaoto

MEXICO

area ;)f map|

° Paved roads
Mexico
City

Dirt roads

Michoo¢gn ~ ™M~ Trails

Tacdmbaro

Ario de Rosales

Figure 2.1. The Tarascan Area of Michoacan, Mexico

ber, and a dry season of usually clear, but often windy and dusty
days during the remaining months. Areas of the Sierra that have
not long since been cleared for agriculture—such areas include al-
most all reasonably flat land—are covered with mixed pine and de-
ciduous forests. To a North American eye the Sierra is an area of
considerable natural beauty, with its crisp, clear air, sometimes
brilliantly blue skies, lush green countryside, and cool forests. Scat-
tered through the Sierra are over forty towns (pueblos) and an even
greater number of smaller settlements or ranchos, usually located
on level ground near natural sources of water. The economy of
most Sierra towns depends upon agriculture, primarily but not ex-
clusively the cultivation of maize. To varying degrees farming is
supplemented with handicraft production and the exploitation of
forest resources. Bordering the eastern edge of the Sierra, and
around 1,000 feet lower in elevation, is the Lake district, an area of
gentler slopes reaching down to the shores of shallow, crescent-
shaped Lake Pétzcuaro. The Lake area generally enjoys a milder
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climate than the Sierra, although sharing with it the same pattern
of wet and dry seasons. Vegetation here is more sparse, and pines
are notably absent. Around the Lake are located some twenty
pueblos and numerous ranchos, including several located on islands
in the lake itself3

Tarascan, or porépecha as it is called in that tongue, is an Ameri-
can Indian language spoken by about fifty thousand persons (Frie-
drich 1976) currently living in the area included in Figure 2.1. The
majority of these are bilingual Tarascan-Spanish speakers; at most,
monolinguals represent but 20% of the total (M. Foster 1969; Mex-
ico 1963; see also West 1948:20). The linguistic affiliation of Taras-
can has never been clear, and despite some assertions of remote
connections to Zuni and Quechua (see Swadesh 1969), no close ge-
netic relationship has yet been demonstrated (Friedrich 1970:9n;
M. Foster 1969). .

The modern Tarascan region represents only a small fraction of
the total area included within the Tarascan Empire of pre-
Conquest times. At the time of the arrival of the Spanish in the
mid-1500’s, the area of Tarascan speech extended over most of the
present-day state of Michoacén, and into parts of Jalisco and Gue-
rrero; the political limits of their empire reached even further
(West 1948:11). The ancient Tarascans were notable for having
been one of the few groups adjacent to-the Aztecs that never fell
under the latter’s domination. The coming of the Spanish, however,
was generally disastrous for the Tarascans, who underwent a sharp
decrease in number, concomitant with the beginning of a recession
of the area of native speech that continued steadily over the next
few centuries, until all that remained was the nuclear area centered
in the Sierra and around Lake Patzcuaro. Today the Tarascan area
is one of Mexico’s several “regions of refuge” (Aguirre Beltran
1967)—relatively isolated regions consisting of a hinterland of
largely Indian communities linked to a regional administrative and
market center. Such areas have in recent years been the foci of op-
erations for several development programs and agencies of the
Mexican government.

Towns in the Tarascan area are generally identifiable as either
Indian or mestizo, based primarily on the extent to which the in-
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digenous language is spoken. The existence of most Indian towns
may be traced to pre-Conquest times. Mestizo towns represent ei-
ther more recent settlements established by non-Tarascan-
speaking immigrants to the area, or else formerly Indian towns in
which Tarascan has long since ceased to be spoken. Those in the
latter case tend to be, or to have been, important trade centers.*

The community of Pichataro lies near the boundary separating
the Sierra from the lake area. Although definitely a Sierra town,
historically it has had important economic ties with the lake town
of Erongaricuaro and the city of Patzcuaro, the latter having even
greater significance today. Pichataro is situated in a long valley en-
closed on three sides by pine-forested mountains. The floor of the
valley is relatively flat, and almost entirely covered with fields. At
present one enters town via a seven-mile stretch of dirt road that
branches off from the Pdtzcuaro-Uruapan highway near the towns
of Huiramangaro and San Juan Tdmbio. The road continues on
from Pichétaro, passing through Sevina and Nahuatzen before
joining the Carapan-Uruapan highway at Cherdn (Figure 2.1). The
construction of the road in 1971-1972 had important consequences
for life in Pichétaro, an issue which will be taken up in more detail
later.

The town is laid out in the Spanish grid pattern, having quite
uniform blocks in its central part but becoming more irregular as
one goes toward the outskirts (see Figure 2.2). Along its dirt and
cobbled streets are collected slightly over five hundred individual
household compounds. The settlement is compact, with inter-
spersed corn fields occurring only occasionally on the edges of town.
The center of Piché4taro is the area around the plaza, where one
finds the offices of the town government, one of the two primary
schools, the medical post, the civil registry, the new secondary
school, the potable water office, the town’s only telephone, and, im-
mediately to the south, the church and convent.

One thing that would likely impress a visitor to Pich4taro, partic-
ularly one who ventured from the main street, are the handsome
and solidly built wood plank houses (trojes} characteristic of the
Tarascan Sierra. A typical household compound includes a troje
and two or three less substantial buildings, enclosed with a piled
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stone fence and entered through a heavy, shake-roofed gate. More
recent construction, however, has been largely of concrete block
and brick due to the increasing cost and scarcity of lumber suitable
for trojes. A second aspect of life in Pichdtaro that would un-
doubtedly catch the wvisitor’s attention are the inescapable
tocadiscos—record players connected to loudspeakers that are
hoisted atop tall poles, broadcasting their music over large sections
of town. As many as half a dozen may be heard playing at the same
time, each set at an ear-shattering volume.

Pichataro is not particularly large—it takes about fifteen minutes
to walk from one end to the other. Its high population density leads
the outsider unfamiliar with this fact to assume that the town has
fewer inhabitants than it actually does. The tight concentration of
homes rather abruptly gives way to maize fields on the north, east,
and west sides of town. To the south one walks first through the
orchards, for which Pichdtaro is regionally famous, and then
reaches the fields. Beyond these in most directions one then en-
counters wooded mountains, still part of Pichdtaro’s lands, which
are exploited for firewood, lurmber, and pine resin—the last being an
important source of extra cash for many families. Also to be found
here are several springs, one of which supplies the town’s piped wa-
ter system. Apart from the road, several trails, passable by foot,
burro, or horse, radiate out from Pichdtaro leading to the
neighboring towns of Cumachuén, San Juan Ttmbio, San Isidro,
Sevina, and Erongaricuaro.

Pichétaro has undoubtedly existed since pre-Conquest times, al-
though neither with its present settlement pattern nor possibly in
its present location. The Relacién de Michoacan, an early colonial
document compiled around 1540 that provides some insight into
pre-Conquest Tarascan society, makes passing mention of “Pecha-
taro.” It is first described as a hunting place of the Tarascan lords,
and brief note is later made of the lord Ypinchuani who, along with
his god Tiripenie Xugapeti, established himself here (Craine and
Reindorp 1970:110,112). A local legend recounts how Pichataro
once consisted of seven separate villages, “each with its own king.”
Only one of these, Chitaru (from where the town’s name is said to
have come), was located at the modern site. The other six are said
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to have been scattered in the hills around Pichataro. At some point
a very long time ago these seven came together and created one
village, each of the former units retaining its identity as one of the
seven barrios of present-day Pichataro. This account seems quite
plausible in view of the sixteenth-century Spanish policy of concen-
trating Indians living in scattered settlements into more easily ad-
ministered units (Hunt and Nash 1967:260). Other evidence of the
town’s antiquity is provided by the poorly preserved archaeological
remains of what appears to have been a small stone platform, south
of town, and by the small ceramic figures occasionally unearthed
by Pichataro farmers while plowing their fields.

THE PEOPLE OF PICHATARO

In the Tarascan area (as elsewhere in Mexico) there was in the past
a distinction made between gente natural (‘natural people’) and
gente de razon (‘people of reason’), the former referring to the
Tarascan-speaking people native to the area, the latter to the
Spanish-speaking mestizo population: Today one hears these terms
used only by older Pichatarefios, most others rightly resenting the
implication that they are somehow without reason, and preferring
to refer to themselves as gente indigena (‘indigenous people’). Asin
Mesoamerica generally, the features distinguishing an Indian from
a mestizo have less to do with actual biological characteristics
(both may be considerably “mixed” from this point of view), than
with cultural characteristics such as dress and especially language.
Well over 90% of the people in Pichataro may be identified, and
indeed would identify themselves, as Indian (although not all of
these speak Tarascan). Traditionally, stores in Pichdtaro were run
primarily by mestizo families from Spanish-speaking towns in the
area, but today this is less the case.

Ethnic relations in the Tarascan area have little of the castelike
quality evident in some other areas of Mesoamerica, notably
Chiapas and highland Guatemala. In everyday town life it is fair to
say that the Indian-mestizo distinction has minimal significance in
ordering interpersonal relations. When Pichatarefos go to Patz-
cuaro and other cities, however, they are likely to be addressed
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using the familiar # form, to be spoken to with less courtesy in
stores, and forced to wait longer before being attended. This is par-
ticularly true of women, who dress more traditionally than men,
and hence are more readily identifiable as Indian. In their own
theory of ethnic group differences, many local people view gente
indigena such as themselves as physically superior to mestizos—as
stronger, more resistant to illness, and more capable of bearing
hardship and pain. The outside observer with a machismo, or ag-
gressive manliness, stereotype of the Mexican male would find that
it poorly characterizes the majority of Pichataro men. Instead, one
would likely be impressed with the average Pichatarefio’s reserve,
great concern with etiquette, and painstaking avoidance of verbal
offense, particularly when dealing with outsiders.

Our census of the community, completed early in 1976, showed a
total population of just under 2,900 individuals. As shown in Figure
2.3, this is a young population—over 30% are under ten years of age,
44% are less than fifteen, and over half (55%) are under twenty.
Pichdtaro, like many rural Third World communities, clearly has a
high growth potential, increasingly so as the mortality rate (now
somewhat above the Mexican national rate) continues to declinein
relation to a higher fertility rate. Pich4taro also has a high depend-
ency ratio (the ratio of the population either too old or too young to
work, to the population of working age). If we define the economi-
cally active producers as that segment of the population between
ages fifteen and sixty-five, they are by a slight margin outnumbered
by consumers (the segment of the population outside of this
range)—a situation that on a national basis represents a high ratio
indeed (see Matras 1973:51-52). This imbalance, combined with the
relatively low productivity of a traditional subsistence technology,
must be one of the more important constraints on increases in the
overall level of living in the town. _

Pichataro is a bilingual community. The majority of persons
older than about thirty or thirty-five learned Tarascan as their first
language, and began to acquire Spanish at some later time. One in-
- formant described the time before he knew Spanish.

Rafael said that it was not until the coming of the movie house, the
radio, and the tocadiscos, in the 1950’s, that people began to learn

Pichataro, a Sierra Tarascan Town 23

Age class
90+
85-89
80-84
75-79
70-74
65-69
60-64
55-59
50- 54
45-49 Maie
40-44
35-39
30-34
25-29 ]
20-24 ] ]
15-19 | ]
10-14 ]
5-9 [
L

Under 5

Female

mais

-

|

] Y

250 200 150 100 50 O 50 10 120 200 250
Number in each age class

Figure 2.3. Population Pyramid for Pichataro—1976

Spanish. Before that everyone spoke just Tarascan. In these times it
was difficult to go to P4tzcuaro or Erongaricuaro and deal with the
gente de razbn even if you really needed something, like medicine.
When he had to go, he would lay awake the night before, with his

heart pounding, thinking “How, how am I going to tell them what I
need?”

Increasing contact with outsiders, particularly in commerce, along
with more extensive schooling and the growing availability of
Spanish-language entertainment are the factors most often cited as
providing the impetus for wider use of Spanish in Pichataro. In
about 60% of all households, Spanish is reported as the more com-
monly used language, with only about one-fourth of the households



24 ' Medical Choice in a Mexican Village

claiming more frequent use of Tarascan. The remainder (16%) re-
port approximately equal use of the two languages. A common pat-
tern is for Tarascan to be spoken among the adults, and Spanish to
the children and among the children themselves. One still routinely
hears Tarascan in everyday conversations, particularly among
women. Tarascan speech continues to be one of the most salient
characteristics distinguishing Pichataro as an Indian community,
but it is clear that its use is rapidly declining with each succeeding
generation. While three-fourths of all adults are T'arascan speakers,
few persons below the age of twenty or twenty-five claim a fluency
in the language, although many say that they understand it. Their
children, in turn, are unlikely to learn it at all.

The people of Pichdtaro have generally had limited opportunity
to obtain formal schooling. Only 15% of the adult population has
completed the six years of primary school, and only about one in
twenty has completed secondary school (three additional years) or
more. About one-fourth of the men, and nearly half of the women,
have had no schooling at all. At all levels the educational attain-
ment of men is greater than that of women. A little over half of all
Pichataro adults are literate to some degree; this figure includes, as
one might expect, a good many more men than women. Before the
1950’s the instruction available in Pichataro covered just the first
three years of primary school. The only way in which additional
schooling could be obtained was to leave town and attend a govern-
ment boarding school in Paracho. These days, however, Pichataro
has two six-year primary schools and the beginnings of a secondary
school. The proportion of children now attending and completing
school is greater than in the past, and the overall level of education
is rising.

MAKING A LIVING

Although Pichéataro is primarily an agricultural community, the
ways in which its residents make a living are actually fairly diverse.
In talking about livelihoods, distinction is often made between
“destinies”—one’s fixed, regular, and most important work—and
“little jobs”—secondary or occasional productive activities. All men
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have a destiny; most men’s livelihoods derive from pursuit of their
destiny and one or more little jobs—for example, farmer and resin
collector, farmer and board cutter. Table 2.1 gives the proportions
of Pichataro males over fifteen years following each of the most fre-
quently encountered destinies.

Almost three-fourths of all men are farmers—either tillers of
their own lands (agricultores), sharecroppers (medieros), or landless
wage laborers in others’ fields (fornaleros). Agriculture in Pich4taro
1s almost entirely nonmechanized and therefore dependent upon
human and animal energy. No one at the time of our study owned,
or had ever owned, a tractor, although a few wealthier families
sometimes hired tractor owners from other towns to perform some
of the heavier tasks in their fields. Maize is the basic staple of the
Pichataro diet, and by far the most important and frequent crop .
grown. Smaller amounts of wheat, oats, and barley are sown by
some men each year, mainly for sale outside of town or for animal
feed.

The remaining destinies are primarily service or manufacturing
occupations, most of which are dependént upon the patronage of
the farming households. Woodworkers are engaged either in car-
pentry or as artisans—makers of carved plaques, frames, and figures
for sale to tourist shops in P4tzcuaro and Quiroga. Musicians find
most of their work in town ceremonial events, such as saints’ fies-
tas, weddings, some funerals, and baptisms, all of which require
anywhere from a small group of musicians to a complete band.

Table 2.1. Male Occupations

Principal occupation (“destiny”) Number Percentage
Farmer 554 72.2
Woodworker 33 4.3
Musician 22 2.9
Mason 21 2.7
Merchant 20 2.6
Teacher 16 2.1
Weaver 10 1.3
Butcher 5 0.7
(Other occupations) 86 11.2
Total 767 100.0
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Most of the merchants are keepers of small local stores, although a
few are truck owners and work at hauling various goods to and
from town.

A wide variety of little jobs are pursued, the most important be-
ing resin collecting, which is done by members of over half of the
households in town. The process itself involves no more than cut-
ting a gash in the side of a pine and placing a cup at the lower end of
it to catch the resin as it oozes from the wound. Those who have a
stand of trees in Pichdtaro’s forest lands and exploit them for this
purpose make a visit every week or two, depending upon the season,
to gather the resin and deliver it to a collection yard where it is
bought on a per kilo basis and stored in barrels until being trucked
from town.’

Another important little job, called “adventuring,” is temporary
wage labor migration, primarily to the Mexico City area but also to
the United States. A number of people report that their first real
experience with modern medical treatment occurred while living
temporarily at these locations. In a sample of sixty-one household
heads questioned on their experiences, about half (thirty-one) had
left the area at some time to seek temporary wage labor. On the
average they had done so between two and three times, for periods
of roughly two months per trip. These trips are usually undertaken
when some unusual expense, such as a serious illness or a wedding,
makes it necessary to raise a relatively large amount of cash
quickly. They usually last only as long as it takes to earn the neces-
sary amount. Such trips, as the adventuring label may suggest, are
undertaken with a fair degree of ambivalence; their outcomes are
not always certain, and Pichatarefios on the whole consider large
urban areas such as Mexico City stressful and unsafe places to live.
There is a fairly large community of former Pich4taro residents in
one area of the capital, and it is through the network of friends and
relatives living there that temporary work is found, usually in con-
struction. Temporary labor migration is closely tied to the farming
cycle, and most often occurs in the months following planting and
weeding, but preceding the harvest in December. In addition to
Mexico City migration, about one out of four male heads of house-
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holds has worked in the United States. Most went during World
War II or later, during the time of the bracero program, usually
staying for less than a year. In recent times a much smaller number
has migrated successfully, apparently due to the greater difficulty
and expense involved in illegal entry, as well as the absence of any
network of relatives or townspeople in the border area. Interest in
work opportunities in the United States, however, remains keen.

Women’s occupations are less varied. For 95% of Pichdtaro fe-
males over fifteen years, the domestic chores of meal preparation,
laundering, and child care are the primary occupations. About half
of this number take on additional activities such as embroidering,
bread making, or weaving to supplement the family’s income. An-
other thirty women are secondarily engaged in commerce, either as
streetside vegetable sellers or in working alongside their husbands
in operating a store. The other 5% represents twenty-five young
women attending post-primary school, eight teachers, and seven
women primarily involved in other occupations, including curing
and midwifery. :

Pichataro seems materially better off than many rural indige-
nous Mesoamerican communities. The town has relatively abun-
dant and fertile agricultural lands. There are still small pieces of
land in Pichataro’s territory that, although arable, have not been
put to use simply because more conveniently located land has al-
ways been available. Obviously with increasing population this will
change, but it remains true.that up until the present Pich4dtaro has
generally had sufficient land to provide for the basic subsistence
needs of its population.$

Nevertheless, by Mexican national standards, and of course
much more sc by North American standards, Pichataro is a poor
community. For example, daily wages paid for agricultural work in
1976 were around thirty-five to forty pesos (equivalent to about
$3.00 at the then current exchange rate, but about $1.75 after the
devaluation of the peso late in 1976). Homes have some amenities:
90% have a piped water source, usually a spigot sprouting up some-
where within the household compound; 60% have electric power;
about 50% include a radio among the household possessions; and
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surprisingly, about one out of seven has a television. On the other

hand, of over five hundred of these homes, no more than a handful

have indoor plumbing, even fewer have refrigeration equipment,
and there is no heating (save for a smoky fire in the kitchen shed),
even in the below-freezing nighttime temperatures of December
and January. Rats and mice are common pests, and domestic ani-
mals, such as chickens and pigs, are kept in household compounds
in close association with humans. The community as a whole lacks
the resources to provide services such as a sewage system, waste
collection and disposal, or public bathing facilities as are found in
some larger towns and cities.

At the same time, there is considerable variation in the wealth,
and hence the standard of living, of different households. For exam-
ple, Household A is composed of an older couple, living with a
grandson, his wife, and their small son. Their lot has but two struc-
tures, both of them tiny shake-walled shacks, barely tall enough for
them to stand in. The kitchen includes a three-stone hearth in the
center of the dirt floor, one small chair, some clay cooking ware,
and a few dishes. The other building has one table (which holds the
family saint’s image), two vegetable crates that serve as chairs, and
some clothing hung on a rope strung across one wall. There is nei-
ther water nor electricity. In the rainy season the compound is
awash with mud, and the buildings offer only minimal protection
from the driving rains, and practically none at all from the bone-
chilling nighttime cold. In comparison, consider Household B, also
with five members. This is the family of a man who spent several
years working as a migrant laborer in the United States. His house
is located on the main street of town, and includes a large masonry
building that houses his store in front, and within, a fine old #roje
and a handsome, brightly painted masonry house having several
rooms. The patio area in front of the house is surfaced with con-
crete, and has several benches arranged around the edges. Many
flowering plants potted in discarded chile cans decorate the area.
The house itself has several glassed windows, heavy carved wooden
doors, and concrete floors.

Wealth differences such as these are readily acknowledged by in-
formants, yvho can easily and consistently rank their fellow towns-
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men in terms of their relative wealth.” Such ranking was in fact
done.® The single feature that most consistently accounts for a
given household’s position is land ownership. The households that
ranked poorest, such as Household A, were all landless. The middle
60-70% of the households are generally land owners, with increas-
ingly greater holdings as one moves to the higher ranks. Those
above the median frequently own cattle or sheep, or work at some
second occupation in addition to farming. The very wealthiest in
the sample, such as Household B, were storekeepers or owners of
the better-equipped woodworking shops. -

Most households, except perhaps the very wealthiest and those
of the storekeepers, do not have large amounts of cash on hand.
Surplus cash is often used to buy animals, especially pigs, with the
intent of keeping them on hand for quick sale should an emergency
arise, such as a seriousillness, in which the money were needed. One
man, in fact, jokingly referred to a sow he had just bought as his
cuenta de ahorros (‘savings account’)! There are no organized
credit facilities in Pichataro or elsewhere used by residents, who
must depend upon relatives and ritual kinsmen for loans when a
need arises and there is no other way to raise the money. As a last
resort, there are a few moneylenders in town who require land,®
horses, or other property as security, and charge high interest (20—
25% per month). Understandably, people are quite reluctant to go
to them, and usually do so only in extreme emergencies.

FAMILY LIFE AND PUBLIC LIFE

The most important social group in Pich4taro is the household. It is
the basic unit of production and consumption, and is formally rec-
ognized as a corporate unit for several purposes. The physical
boundaries of the domestic unit are usually quite clear; it typically
consists of a number of separate buildings gathered closely together
on a fenced lot (solar), and has a single hearth regardless of the
number of co-resident nuclear (husband-wife) units. Figures from
our census show 509 households in Pich4taro, having on the aver-
age between five and six members. The composition of these house-
holds is varied. The core of most is the nuclear family; 46% of all
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households are composed solely of a married couple with only un-
married children living with them. Typically additions first occur
when the oldest son marries and his wife comes to live in the house-
hold, until such time as the new couple is able to acquire a house
and establish an independént residence. This cycle of marriage,
temporary patrilocality, and subsequent establishment of a new
household continues with each successive son until reaching the
youngest child, either male or female. After marriage, this couple is
expected to remain permanently with the aging parents, upon
whose death they will inherit the house and lot. In fact, the compo-
sition of about three-fourths of all Pichdtaro households is consist-
ent with this developmental pattern. The remaining households
represent widows or, much less commonly, widowers, living alone;
households basically conforming to the above pattern but with the
absence by death of some key member; joint households composed
of two married brothers and their respective families; or households
composed of highly variable agglomerations of relatives, usually
around a nuclear family core, that have resulted from a variety of
special circumstances.

Households in Pichataro are largely self-sufficient economic
units.!® Daily chores are assigned to all members considered old
enough to carry them out, with daughters in particular taking up
regular household duties much earlier than sons. The main obliga-
tions of kin outside of the domestic unit are restricted to participa-
tion in special household events such as weddings, funerals, and re-
ligious cargo fiestas, which I discuss later in this chapter. Close kin
are also commonly recruited for help during the harvest; this help
is reciprocated. Cooperation between brothers in other agricultural
tasks, such as plowing, is fairly common, although there is not the
same sort of formal expectation as with the harvest.

Beyond the nuclear family and the domestic unit, the sig-
nificance of consanguineal and affinal ties quickly gives way to the
pseudokinship of the compadrazgo system. The essential features
of this system of ritual co-parenthood have been described in sev-
eral works (see Mintz and Wolf 1950; Ravicz 1967). Briefly, for a
number of important events in the life of one’s child, beginning with
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baptism, parents choose a married couple (rarely, an individual) to
serve as the child’s ritual sponsors or godparents. Obviously a
godparent-godchild relationship is thus established, but of much
greater importance is the relationship that is created between the
child’s parents and godparents. They are now compadres (compa-
dre with a man, and comadre with a woman), literally co-parents, a
relationship of reciprocal aid, trust, and respect. The principal com-
padre ties, such as those of baptism, approach in significance even
the closest blood relationship. Ideally, compadrazgo ties are es-
tablished with persons with whom one already has considerable
confianza (‘trust’), and they act merely to cement and formalize
that relationship. Perhaps equally often in practice, potential com-
padres are chosen with a more purposeful intent—that of building
up a set of allies, bound to each by obligations and expectations of
mutual assistance and support. It is largely to his compadres, even
more than to his closest relatives, that a man may turn for political
support, for assistance in carrying out a fiesta obligation, for loans
in emergencies, and in other times of need. Thus, an important con-
sideration in the choice of compadres is the extent to which a po-
tential contractant is in a position to render such assistance. The
more powerful and wealthy men in Pichétaro are naturally quite
popular choices and tend to have extensive networks of compadres
in all parts of town. Compadre ties may be created on several occa-
sions in the life of one’s child, such as baptism, confirmation, first
communion, la corona (‘the crown’),!! and marriage. These ties are
ranked in importance, and therefore in the strength of the obliga-
tions and expectations they entail. Those of baptism are the most
significant, followed by those of confirmation and marriage. First
communion and la corona compadres have proportionately weaker
obligations, and relationships between them tend to be less formal
than with the preceding types.

Not all compadre choices are made solely with the idea of form-
ing a potentially useful alliance. Certainly a great many are made
simply out of genuine friendship and esteem, or because parents
feel that a particularly well respected or successful person would
make a good example for their child. Nevertheless, social relation-
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ships in Pichataro tend strongly to be individualistic and instru-
mental in nature, as is especially apparent in the institution of the
compadrazgo.

After the household, the next regularly constituted and territo-
rially defined social unit in PichAataro is the barrio (‘neighborhood’
or ‘ward’). Although historically barrios in some Mesoamerican
communities were formed from existing indigenous divisions, it
seems most likely that Pichdtaro’s seven contiguous darrios repre-
sent the concentration of a like number of smaller settlements that

“occurred during the colonial period. The barrios are each named
after a patron saint, and formerly, it is said, each had its own small
chapel and celebrated its saint’s day. Currently, however, only San
Miguel barrio, the largest, has a chapel and annual fiesta.!? Barrio
membership is on the basis of residence, although members of one
barrio who move as adults to a house located in another often con-
tinue to claim membership in the original barrio; the children
would subsequently claim membership in the second barrio. There
is no strong tendency or preference for barrio endogamy, other
than what would normally occur on the basis of propinquity. Nei-
ther is there any significant occupational specialization among the
barrios. Each is headed by an elected chief and his assistant, who
are responsible for the coordination of barrio activities. These ac-
tivities include communal labor projects (faena), such as repairing
roads, moving houses, cleaning the churchyard, repairing municipal
buildings, and other public works tasks. Participation in communal

labor sometimes becomes the basis for inter-barrio rivalry, the
members of one barrio claiming that they participate more enthu-
siastically and frequently than those of another. The annual Sixth
of August fiesta, the largest of the year, is financed on a barrio,
rather than an individual sponsor, basis. For a given year, each ba-
rrio is responsible for providing one part of the fiesta—such as a
band, a castillo (fireworks display), decoration for the church—the
particular responsibility rotating from one year to the next.

A more informal but perhaps more significant division exists be-
tween the “upper” (arriba) and “lower” (abajo) halves of town.
This distinction is used more commonly than barrio names in refer-
ring to locations and directions and reflects what is in many ways a
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functional two-barrio system in Pichdtaro.!®* This division- does
have some small basis in the geography of the town; the upper part
is slightly, and very gradually, higher in elevation. But by no means
is it a mere reflection of the local topography. Rather, it represents
a real community cleavage, with residents on each side considering
themselves as somehow different from those on the other, and
along which factionalist politics frequently develop.!4 People living
in the lower part of town say that those living “up there” are hard-
headed and resistant to new ideas, that they don’t speak Spanish
well (“if they can’t get it across in words, they do it with their
fists”), and that, all in all, they are just “different people,” even
though “we are all of the same pueblo.” On the other hand, those
living in the upper part of town say that, in comparison with those
“below,” they are more spirited, more cooperative, and always will-
ing to help each other. To the outsider, there are further apparent
differences. Tarascan seems somewhat more widely spoken, and
men’s clothing styles more traditional (blankets instead of jackets)
in the upper part of town. There is a certain degree of antagonism
evident between people from the two parts, and it is said that in the
past youthful fighting between them was frequent; even entering
the opposite part of town was sometimes risky business.

Pichataro’s official governmental structure is dualistic, with sep-
arate sets of officials for each of the town’s two formal statuses: as a
tenencia (subordinate town) of the municipio of Tingambato, and
as a comunidad indigena (‘indigenous community’).1®

The major administrative units of the state of Michoacan are
munticipios, similar to counties in the United States. Municipios are
composed of a head town (cabecera) and usually several subordi-
nate towns or villages. Pichdtaro is such a subordinate town and
consequently does not have the full complement of officials (ayun-
tamiento) otherwise associated with towns of its size.1® In everyday
affairs, however, Pichdtaro is largely autonomous from the munici-
pal government in Tingambato. Its governing body includes a jefe
de tenencia, a substitute jefe, a secretary, a judge, a commander of
the police, and three or four policemen. A principal job of the jefe is
to mediate between the town and outside governmental agencies
and officials. His duties include handling official town correspond-
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ence, usually in the form of petitions to the federal government, as
well as coordinating communal work projects, providing support
for the schools, and organizing the major town fiestas. The substi-
tute jefe has few duties, except in the event that the jefe becomes
unable or unwilling to continue in office. The secretary is the only
paid official, and as the job requires writing and typing skills, he
tends to serve for several years. Since jefes rotate through town
government on a yearly basis, and usually have no previous experi-
ence in these affairs, it is the secretary who provides the experience
and continuity and who does a good deal of the actual work. The
“office of judge is a fairly minor one, which apparently had not been
filled during 1977. The police occasionally patrol the town on week-
ends and during fiestas when drunks are likely to cause trouble.
The office of jefe is unpaid and requires a substantial time invest-
ment, as he is expected to be around the jefatura (town hall) a good
part of the day. Since the position carries responsibilities but little
actual power, and since the jefe usually receives a good deal of criti-
cism regardless of how the job is carried out, men are not anxious to
run for the office and usually must be cajoled into accepting it.
Candidates for jefe are nominated with no party affiliation and
voted on at a general town meeting presided over by the presidente
municipal from Tingambato (in one of his few yearly visits to
Pichétaro). The runner-up in the voting becomes the substitute
Jjefe, and the remaining officials are appointed by the new jefe.
Pichataro’s second legal identity is as an “indigenous commu-
nity,” an administrative status introduced in the colonial period
and still recognized by the state government (Moone 1969:61; Ca-
rrasco 1952). The designation refers primarily to the form of land
tenure; lands in Pichétaro are, from the state’s point of view, com-
munally held rather than ejido (a government land grant made as
part of Mexico’s post-Revolutionary land reform program) or pri-
vately owned. The main official of the comunidad indigena is the
representante del pueblo,)” who has as his primary duty the ad-
ministration of the town’s lands. The representante ordinarily
serves for a three-year term and is assisted by a secretary and other
minor officials. He assigns particular areas of the communal forest
lands to individuals for resin collecting and takes charge of the an-
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nual collection of a small contribution each household pays for
rights to use the forests, and toward meeting the tax the town as a
whole must pay to the state as rent on its agricultural lands.

There is neither a set hierarchy of civil offices through which indi-
viduals pass in reaching the position of representante or jefe nor
any necessity that town officials should be selected from among
those who have also served in religious posts. The system of office
holding in Pichéataro lacks the ladder structure described in some
Indian communities in other areas of Mesoamerica, especially
Chiapas and highland Guatemala.

Politics in Pichataro persistently tend toward factionalism, fre-
quently coalescing along the upper-lower division of the town, and
are characterized by a continuing search for one single representa-
tive, one upon whom everyone will agree, and who will unite all
segments of the town and lead it forward to greater prosperity.
Needless to say, such a person has yet to appear. Routinely town
officials are criticized for doing nothing and are often suspected of
corruption. Consensus on communitywide issues is infrequent,
since the community structure makes effective leadership difficult.
For example, in 1975 the state government offered to help construct
a small health center in Pichataro, but two years later the work
had still not begun; no agreement could be reached on where the
center should be located, and there were conflicting claims over
rights to the location most often proposed.

MAKING FIESTA

Pichatarefios devote their time not only to making a living but also
to “making fiesta.” Two major kinds of fiestas take place in
Pichataro: community fiestas, ostensibly to celebrate particular
Catholic religious holidays, in which people say they participate as
a means of “enjoying life”; and those fiestas marking important
events in the life cycles of individuals—especially baptisms and
weddings—in which people participate in order to “accompany rela-
tives.”

Making fiesta is a central activity in Pichdtaro. The number of
days devoted specifically to just the major, communitywide flestas
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occurring during the year amounts to slightly more than a month’s
time. Add to this the days devoted to preparations for these occa-
sions, and the estimate is closer to a month and a half. Finally, in-
cluding all of the weddings, baptisms, house-roofings, and other
minor fiestas inevitably attended during the year, the total is at
least two months out of every year spent largely in preparing for
and attending fiestas. While other activities are of course not com-
pletely suspended on all of these days, these figures, along with the
obvious enthusiasm of residents as they discuss upcoming fiestas,
emphasize the significance of these events in Pichataro life.

The annual cycle of communitywide fiestas includes no fewer
than a dozen, the most important being the three-week long period
in which Christmas is celebrated; the fiesta of Corpus in June; and
the Sixth of August fiesta, Pichataro’s largest, in honor of a small,
highly venerated image in the town church, the “Precious Blood of
Christ.” Pichataro’s formal ceremonial organization consists of a
set of yearly offices (cargos), almost all associated with a particular
fiesta.’8 The most important and costly of these is the office of co-
lector, which carries responsibility for ceremonial activities at
Christmas and for the care and display of the image of the child
Jesus throughout the year. The colector is named by the town
priest, and is either someone who has requested the office or, if no
one has volunteered, someone chosen by the priest. Because of the
expense involved usually only wealthier residents are selected to
serve in this office. Colectores are most often men (a woman held
the office in 1972) and tend to have previously held no other reli-
gious offices. The colector is assisted by a senior and a junior regi-
dor, who also serve for one year. Following the colector and regt-
dores in importance is the mayordomo, whose main duty is the
maintenance of an ever-burning oil lamp in the church. This office
is usually requested. Of similar importance is the position of the
hainde, who has the responsibility of providing the large quantity
of palm necessary for the Palm Sunday procession.

Each of these religious offices, while not a part of the official
church structure, are nonetheless under direct control of the town
priest. But there is a second class of religious offices in Pichataro
existing entirely apart from the church organization, the ‘cargos of
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the outside fiestas’. Of the principal occupational (not all are full-
time destinies) groups in Pichdtaro each has its own patron saint—
the farmers’ is San Isidro, the carpenters’ is San José, the honey
collectors’ is San Anselmo, the musicians’ is Santa Cecilia, and so
on. Each of these groups names a carguero to serve for a year. His
duties include the care of the saint’s image, and, on the appropriate
date, the sponsorship of a fiesta in honor of the saint. This is at-
tended by all of the members of the group, and usually many
others. The two largest outside fiestas of this type are those of San
Isidro and Santa Cecilia. The San Isidro fiesta is in many ways a
smaller version of the Corpus fiesta, and since most Pichdtaro men
are farmers, it approaches communitywide proportions. The fiesta
of Santa Cecilia is also large, because, it is said, “musicians like to
make fiesta.” Of these yearly offices, that of San Isidro is generally
ranked as the most important—apparently because it is the most
costly. Individuals do not progress through these offices; they are
usually affiliated with but a single group.

CHANGES IN PICHATARO

In the past, residents often say, Pichdtaro was a “forgotten town,”
largely ignored by and receiving little assistance from the govern-
ment. This image has begun to change somewhat in recent years,
however, as Pich4itaro has witnessed a number of efforts to promote
changes. In fact, between 1975 and 1977, no fewer than six govern-
ment development agencies were active, to varying degrees, in the
town.

Investments facilitating communication with the wider society
have brought about some of the more significant recent changes.
Most important among these was the construction in 1971-1972 of
a dirt road connecting the town with the Patzcuaro-Uruapan high-
way. With it came direct bus service to Patzcuaro, from which it is
relatively easy to travel to other cities in the region and beyond.
Whereas formerly a trip to P4tzcuaro was an all day or overnight
affair, a round trip could now be accomplished in a single morning.
The most immediate effect was a dramatic drop in attendance at
the Erongarfcuaro market, as the much larger Friday and Sunday
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markets in Patzcuaro became the focus of Pichataro commerce.
Dozens of women have since begun baking bread for sale through
this new outlet, and craft production has substantially increased.
The new road has also been the single most important factor in in-
creasing the accessibility of Western medical treatment; before
this, people say that curing was nearly always accomplished with
folk remedies, as it was impossible to transport a seriously ill person
from town.

The electrification of the town in the 1950’s also brought sig-
nificant changes. Nighttime activities increased, and first radios,
then televisions, became more common. This increased media expo-
sure now gives many residents an awareness of issues seemingly as
distant from town life as the supersonic transport controversy and
U.S. presidential politics. The frequent media advertising of patent
medicines and other cures has undoubtedly had some effect on the
present state of medical knowledge in Pichataro.

The two agencies of the Mexican government most directly in-
volved in change programs in Pichataro at the time of the study
were the Cultural Missiens Department and the National Indian
Institute.

Cultural Missions, a program of the federal Ministry of Public
Education, are essentially community development teams. They
attempt to improve the local standard of living, thus facilitating
the national integration of heretofore marginal rural communities
(see Ewald 1967:496-501). The Pichataro Mission, which estab-
lished itself in town in August 1975, consisted of eight teachers
specialized in nursing, agriculture, recreation, music, social work,
carpentry, masonry, and crafts. A chief was responsible for the
direction of the group’s activities. Attached to the group was an-
other teacher in charge of a public reading room. The Pichataro
Mission’s methods included formal classes, practical demonstra-
tions, home visits, and organization of various community projects.
In spite of its efforts, however, at the end of the first year the Mis-
sion had met with minimal success. Residents generally believed
that little had been accomplished. Classes were poorly attended,
and several planned projects had not been carried out. Less than
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one-fourth of a sample of fifty households surveyed reported any
significant involvement in the Mission’s activities.

Several factors appear to have contributed to the failure of the
Mission to achieve widespread community interest and partici-
pation. Residents were often put off by teachers’ occasionally
haughty manner and poor preparation in their specialties; as one
man said, “They went around a lot making the appearance of being
maestros, but they didh’t do anything!” The Mission was also
plagued by organizational problems: the original chief resigned
after a few months amid much gossip; it was several weeks before
his replacement arrived, and even longer before routine work was
again begun. But perhaps the most fundamental error accounting
for this particular Mission’s lack of success was its failure to de-
velop a significant personal relationship with town residents. As
was discussed earlier, social relationships in Pichataro tend
strongly to be individualistic, and people seek assistance largely on
a one-to-one basis, from persons with whom they have an es-
tablished tradition of mutual cooperation and trust. The teachers
of the Mission, on the other hand, tended to stay close together, to
spend most of their free time with each other, and attempted to
deal with the residents primarily on a collective, and often class-
room, basis.

The second government agency with programs involving Picha-
taro is the National Indian Institute (I.N.I.). The town is included
in the zone of influence of the new Lake Region Coordinating Cen-
ter in Patzcuaro. Until 1975 the town was included, but apparently
only marginally, in the zone of the older Cheran Coordinating Cen-
ter, which seems to have been involved in few activities in
Pichataro. The Patzcuaro Center, however, was showing signs of
greater interest, perhaps partially because its director was born in
Pichataro and still maintains a house in town. As of 1977, the main
IN.I. activity had been the operation of a small medical post,
staffed by a single nurse. Shortly before our departure in August of
that year, the Pdtzcuaro Center had also arranged for an advanced
medical student from the University of Michoacan in Morelia to
spend weekends holding consultations in town. (These programs
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are discussed in greater detail in Chapter Five.) In other areas, the
IN.I Center, along with a state artisan development program, has
been active in organizing several events during the Sixth of August
fiesta designed to attract more cutsiders and tourists and promote
the town’s craft industry.

A variety of other governmental agencies have sporadically in-
itiated more limited projects in Pichdtaro. Between 1975 and 1977
these included a model apiary, demonstration plots showing results
of new maize fertilization recommendations, and an as yet unsuc-
cessful project promoting potato production.

THE WIDER CONTEXT

Ethnically, nearly all of Pichdtaro’s three thousand residents are
considered by the larger society, and by and large consider them-
selves, as Indian, and the Tarascan language remains commonly
spoken in the town. Economically, the majority of Pichatarefios de-
pend upon subsistence maize agriculture. Politically, the town is
near the low end of the Mexican governmental hierarchy, and be-
cause of its subordinate municipal status it lacks wider influence;
internally, there is a tendency toward factionalism, and effective
community leadership is often difficult to achieve. Spiritually, the
people are participants in a generalized folk Catholicism, and town
life is largely measured through a rich and extensive annual fiesta
cycle.

Pichéataro is, by most standards, a poor community, and this is
generally true of the Tarascan area as a whole. Certainly its pov-
erty is a powerful factor in determining the overall health of its
residents. Moreover, the economically disadvantageous position of
most townspeople strongly affects decisions on how to treat illness.
In a real way, then, an understanding of health care and medical
choice in Pich4taro requires some consideration of the factors in-
volved in the perpetuation of relative poverty. For this, we must
look beyond Pichataro’s boundaries, to its relationship with the
larger Mexican society that surrounds it, and consider an addi-
tional identity that the town shares with the rural indigenous sec-
tor in general—that of marginality.
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Marg‘inality implies an absence of effective participation in the
national economy and society. Since rural poverty is generally
viewed as a direct consequence of marginality, the explanation of
poverty must be phrased in terms of those factors constraining a
community’s (or region’s) national participation. Two different ex-
planations are evident in the literature. The first relates marginal-
ity to factors internal to the community. Some reputed charac-
teristics of marginal people, such as peasant conservatism and
resistance to change, or of their cultures, such as fatalistic world
views and tradition-bound social structures, are seen as impedi-
ments to change and as barriers to a people’s taking advantage of
development opportunities available to them. In this view, more
effective integration and the consequent reduction of poverty can
be achieved by educative programs—such as those of the Cultural
Missions—which aim to re-tool the people’s productive skills and
reorient their outlook and cultural identity to that of the national
society.

A second view, however, holds that marginality results from a
community’s peripheral position in relation to the concentration of
wealth and economic decision making in the society; it is excluded
from effective control over the system and from participation in its
benefits (Adams 1974:45). This exclusion from full participation in
the national economy results in poverty. Such peoples are inte-
grated into the national economy in the sense that they are depen-
dent upon cash for part of their livelihood (Whitten and Szwed
1970:43), and insofar as they provide a necessary reserve labor sup-
ply for national development (as do, for example, the Pichatarefios
who undertake temporary wage labor migration to the Mexico City
area). But because they are structurally far removed from the cen-
ters of power over economic resources, they do not share in the eco- .
nomic benefits of development. Barkin (1975), for example, has doc-
umented how economic development in the hot country of
Michoacéan has had the effect of transferring control over resources
from the local community to the wealthier urban sector of the na-
tion possessing the capital necessary for participation in the new
system of production. Thus, in this view, marginality and the pov-
erty accompanying it are a consequence of national development;
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characteristics of marginal communities such as “resistance to
change” and general “backwardness,” rather than serving as im-
pediments to national participation and integration, are in fact
effects of the institutionalized denial of genuine opportunities for
such participation. Such institutionalized exclusion is part of a pat-
tern of Mexico’s national development in recent decades; it has
also been a constant feature of the history of rural-urban and
indigenous-Hispanic relations since the Conquest, as Margolies has
so eloquently demonstrated in the case of a village in Mexico state
(Margolies 1975). _

To review the history of Pich4taro’s relationship with the wider
society, and to document the specific conditions responsible for the
town’s current economic position, would be beyond the scope of the
present study. We have raised these issues here because the con-
trast between explanations of marginality that point to internal
“cultural peculiarities” of peasant communities, and those that cite
features of inequality and exclusion in the relations of such com-
munities with the larger society, is analogous to a current debate
concerning the reactions of rural people to modern medicine. Is the
low utilization of modern medicine by rural Third World peoples
primarily due to the influence of so-called cultural factors, such as
traditional beliefs and values, or is it due to factors of inaccessibil-
ity and exclusion? By the last chapter of this book, we shall bein a
good position to examine these issues critically.

3

Medical Beliefs in
Pichataro

T o understand the rationale underlying illness treatment deci-

sions in Pichdtaro also requires examination of the medical be-
liefs characteristic of the community in which they occur. This
study is, therefore, an analysis of the Pich4taro medical system as a
whole. The concept of a medical system as the focus of ethnomedi-
cal inquiry is now a general one, and although definitions vary (see,
for example, Dunn 1976; Fabrega 1972; Foster and Anderson 1978;
Leslie 1976), it is usually conceived of as: 1. a culturally relative
system of knowledge that forms the basis for actions relating to ill-
ness; and 2. the institutional arrangements within which these ac-
tions occur. This and the following chapter are concerned with the
first of these two categories—that body of knowledge used in ex-
plaining the occurrence of illness and in evaluating its potential
consequences.

Details are largely unavailable concerning the historical develop-
ment of present-day medical beliefs in Pichdtaro. Several works
(see Foster 1953; Logan 1973) have described the introduction of
sixteenth-century Spanish medicine, and especially the humoral
theory of illness, into post-Conquest Mesoamerica, and this process
seems to have been more than ordinarily complete in the case of the
Tarascan region. As in many areas of modern Tarascan culture (see
R. Beals 1946:210-211), few if any clearly identifiable pre-Conquest
beliefs and practices concerning illness are to be found. At the same
time, it should not be assumed that ideas about illness causation
and process in Pichitaro have remained unchanged since their
introduction, free from local development and differentiation.
Rather, the particular context into which they were introduced and
their subsequent reworking have resulted in a contemporary sys-

43



44 Medical Choice in a Mexican Village

tem of illness beliefs that, while having many basic similarities with
those reported from elsewhere in Mesoamerica, also incorporates a
number of distinctive features.

THE BODILY BASIS OF ILLNESS

In order to understand Pichatarefio illness beliefs it is necessary to
consider their view of the human body and how it works. Folk
knowledge of bodily structure and functioning, and conceptions of
how different agents and forces may impinge on this functioning
and create illness, form an important class of information from
which individuals draw in evaluating symptoms, assessing their
seriousness, and ultimately deciding upon a course of action to be
followed in providing treatment.

Data on Mesoamerican body concepts are rather few, although—
assuming Pichétaro is representative in this regard—many illness
beliefs are not comprehensible without inquiry into their ethnoana-
tomical and ethnophysiological basis. There are several analyses of
body part classifications (see Brown et al. 1976 and Friedrich 1969;
see also Brown 1976 for additional references), but these deal with
external parts, such as legs, arms, and hands almost exclusively,
while it is the internal parts that are most significant for illness be-
liefs. The main exceptions are the studies of Adams (1952), Holland
(1963), and Douglas (1969), all dealing with communities in the
Mayan area. Douglas’s work is of special interest, as comparison of
his findings with those reported in this study reveals several
significant similarities, particularly in regard to the digestive proc-
ess. It seems, then, that parts of the present description may have
some generality beyond the specific case of Pichataro (see also
Adams and Rubel 1967:334).

Two techniques were used in gathering the data reported in this
section. First, eight people were asked to name “all of the parts that
we have inside of us,” a procedure that usually resulted in a listing
of ten to fifteen terms. A simple drawing showing an outline of the
human body was then brought out, and the informant was asked to
sketch in the general shape, size, and location of all the parts she or
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he had named. After initial coaxing (considerable in some cases), all
informants agreed to attempt the task. A general discussion of each
part’s functioning followed the sketching. It was not possible to
question all eight informants on exactly the same points; some had
not mentioned particular parts, and some relevant queries had not
been discovered until late in the interview series. Therefore, we
compiled a twenty-eight-item open-ended interview schedule—
designed to cover the major details in the initial interviews—and
made a return visit with each informant. To the extent that these
eight individuals represent the community in general, it becomes
possible to indicate the degree of consensus or disagreement exist-
ing on several issues.

Sources of knowledge about the body are several but indirect,
since no one reported having actually seen the interior of the hu-
man body. Because of this lack of direct evidence, beliefs about its
structure are frequently imprecise. Perhaps the most important
kind of information comes from rough analogies with animals.
Cows butchered in the street in front of meat shops provide a view
of their internal structure. Pigs, regarded as Being the most like hu-
mans in their anatomy, are raised in many households and subse-
quently butchered. Among other sources, people commonly have in
their homes popular “medical” guides (often scientifically inaccu-
rate) and school textbooks which include anatomical diagrams.
One woman mentioned a large anatomical chart she had viewed at
the stall of a medicine vendor in the Pdtzcuaro market. Visiting
medicine sellers (see Chapter Five) often give elaborate anatomical
explanations of the maladies they profess to cure with their reme-
dies. Many concepts informants report are undoubtedly based on
no more than everyday bodily sensations, such as the cooling effect
of evaporating sweat, the feeling of fullness in the area of the stom-
ach after a meal, or the bleeding and pain that occur when one is
injured.

We will now construct a generalized Pichitaro view of the hu-
man body, incorporating somewhat more detail than any one in-
formant provided, but with which all informants would more or less
agree. First, we will examine the concept of fuerza and the notion of
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balance, both of which are ubiquitous in folk explanations of bodily
structure, function, and pathology. Then we will briefly describe
each of the major internal parts. Some parts are known only
vaguely, whereas others are of special interest. Generally, the
greatest detail exists concerning those parts that are directly in-
volved in essential body processes. We will discuss several of these
processes, including digestion, circulation, temperature regulation,
and sleep. '

Fuerza (‘strength’ or ‘vigor’), is the basis of bodily functioning.
Most body parts and processes may be understood in terms of their
role in its provision, distribution, or utilization. Fuerza is obtained
from the food and air taken into the body, and dissipated through
activity and, at times, illness. To be active, to accomplish one’s
work, requires that the body have available to it this necessary
“fuel.” Fuerza is also an innate quality, and different individuals
have characteristically different stores of it. Men are thought to
have more fuerza than women, adults more than children. In the
aging process one gradually loses the fuerza to resist illness, until
one dies.

The body also requires that a balance between several opposing
forces or tendencies be maintained for its normal functioning—such
as the balance between “hotness” and “coldness.” In a healthy
body these two qualities are equally present. An excess of either,
which can be brought about in a number of ways, may lead to ill-
ness. The necessity of equilibrium maintenance, however, is not
confined to the “hot-cold” qualities, but applies in several other
areas as well: one must eat enough food but not too much, as this
can “do you damage”; one’s stomach needs a certain number of
worms, but too many are harmful; one should try not to feel sad, as
this can lead to illness, but too much happiness can also make one
sick; and one should have desires, but not too strong since, if
unfulfilled, one may fall ill.

Tt is evident in these examples that there is generally no distinc-
tion made between physical and emotional causes of illness. The
two are believed to be intricately interwoven; the attribution of ill-
ness to upsetting or otherwise strong emotional experiences is a sa-
lient feature of Pichatarefio folk medicine.
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The Major Internal Parts

In this section, each of the major internal body parts, and any
illnesses specifically associated with them, are briefly described.
Figures 3.1 and 3.2 give an approximate idea of their size and loca-
tions, as conceived of by one representative informant, a forty-two-
year-old woman who neither reads nor writes. Notice that what is
being described is the local theory of bodily structure and function-
ing that may or may not be in accord with the Western biomedical
view. ,

The pulmones (‘lungs’) are thought of as a pair of cofnpact, al-
most musclelike organs located in the area of the shoulders, just
below the surface of the back. While over half of the informants
implicated the lungs in breathing, by far the most important func-
tion attributed to them is in providing strength to the upper torso
and arms. Commonly they were described as “providing strength
for work” and as “sustaining the body.” Due to their supposed loca-
tion, pains in the area of the chest are usually attributed to the
heart rather than the lungs. Any ache or pain in the upper back,
however, such as might result from hours of kneading bread dough
or chopping wood, is likely to be attributed to the lungs. Infirmity
in later years is often thought to result from such hard work which
has “finished off” the lungs.

The corazén (‘heart’) is generally considered the most important
part in the body, as it is primarily responsible, through its blood
circulation function, for the distribution of fuerza. One of the most
important factors affecting the heart’s functioning is one’s emo-
tional state. While physical pain (as from a wound) is felt in or “ar-
rives at” the head, emotional “pains” are felt directly in the heart.
It is thought that one’s troubles, worries, and sorrows may, over
time, result in “sickness of the heart.” Two other parts, the bofe
(‘lung’) and the higado (‘liver’), are said to be “along with the heart,
to help it work,” and no independent function is attributed to them.
Several people described how the liver may be damaged from exces-
sive alcohol, which thereby impedes the functioning of the heart as
well.

The hiel or bilis (‘gall bladder’) is said by some to be closely asso-
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Figure 3.1. Omne Ipformant’s View of Human Anatomy
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clated with the bofe and liver and, like them, to further aid the
functioning of the heart. Others separate it from these, or even
specify both a hiel and bilis as two distinct parts, the latter being
located lower in the abdomen. In any case, no regular function is
attributed to the gall bladder. Rather, its significance lies in its po-
tential for causing illness. It is said to contain a liquid, described as
“bile” or simply as a “water” which, if the bladder opens up, spreads
to all parts of the body causing illness and even death. This release
may occur in one of two ways: from strong emotions, such as fright,
joy or anger; or from having an intense desire for something which
is not realized. Since the “poison” that is released is not localized,
the symptoms of the illness they produce (also called bilis) are usu-
ally nonspecific and diffuse. Accordingly, vague somatic complaints
are often diagnosed as bilis, and since upsetting experiences are
much a part of life in Pichataro, it is usually not difficult to isolate
the cause. Again, we have evidence of the considerable significance
Pichatarefios place on emotional causes of illness.

The estémago (‘stomach’) and #ripas (‘intestines’) work as a unit
in receiving food and extracting its fuerza for the body’s use. Food
arrives at the stomach and is then passed to the intestines. There is
some disagreement concerning where the actual processing of the
food occurs, but most informants specified the intestine. Some peo-
ple distinguish between the large and small intestine, but there are
no specific ideas about their different functions. The role of the in-
testines in the elimination of wastes is well known. An area of the
stomach of particular concern is the point at which the esophagus
joins it, the “mouth of the stomach.” The stomach in general, and
especially this area of it, is considered to be secondary to the heart
as a receiver of emotional pains. Célico (sharp stomach pains),
vomiting, and diarrhea are all recognized as potential results of
strong emotional experiences.

The riniones (‘kidneys’), located at each side of the waist, are
functional analogues of the lungs, as they provide strength to the
lower back and legs. Again evident is the idea of a part that pro-
vides the general energy and strength required by a particular area
of the body. The reasoning here-appears to be as follows: the area
where the kidneys are believed to be located often aches after heavy
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lifting or lengthy walking; therefore the kidneys must have pro-
vided the fuerza for these activities. In general, any low back pain is
likely to be attributed to the kidneys. Impaired walking abilities,
which sometimes accompany old age, are thought caused by “bad
kidneys.”

Concepts concerning the bazo (‘spleen’) and the vejiga (‘blad-
der’) are somewhat ambiguous, but it is clear that they are involved
with ingested liquids. Some informants contend that water when
drunk first arrives in the bazo and then makes its way to the blad-
der, where it is stored until urination. Others claim that these are
simply two names for the same thing. They are of no great impoxr-
tance in illness explanations.

The latido (“pulsating ball”; literally ‘palpitation’) is an inter-
esting body part described as a small ball located behind the navel.
Under normal circumstances it has little function. However, if one
does not eat enough, or delays a meal too long, the latido will “rise
up” from its usual position and travel as far as the “mouth of the
stomach,” to begin jumping or pulsating and perhaps provoke
vomiting.! This is said also to occur when one eats disagreeable
foods. In less extreme cases, when the latido rises up only slightly,
it is seen as serving to “call the appetite.” The latido thus presents
another case, like the gall bladder, of a part thought to have no
major function other than to cause sickness if one is careless. The
latido responds both to short-term eating delays, as when one is
caught in the rain and returns home late from the fields, and longer,
chronic undernourishment. Some adults who frequently complain
of latido attribute their discomfort to the years of hunger they
suffered as a child. The symptoms of such an episode of latido are
generally vague, apart from the pounding or skipping in the lower
chest, and may involve withdrawal from normal activities, general
uncommunicativeness, and thoughts of la muerte (‘death’).?

The venas (‘blood vessels’) are recognized for their function in
carrying blood, and are said to exist in all parts of the body. There is
no distinction between arteries and veins, but one particular vein,
the vena gruesa (‘big vein’; the aorta?), was distinguished by some.
Nervios (‘nerves’) are described as cordlike entities also found in all
parts of the body. No distinction is made between nerves, tendons,
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and ligaments. The most general contrast between venas and ner-
vios is that the former carry blood (and, some say, air), whereas the
latter do not. A few say, however, that both carry blood. The ner-
vios function generally as cables which bind the body together and
connect muscles to the parts they move. To a lesser extent venas
also contribute to these functions. Accordingly, aches and strains
following heavy work are often described as due to “stretched”
nerves and veins.

Apart from the matriz (‘womb’) in women, the two sexes are not
thought to differ greatly in internal structure. Some informants felt
that the lungs and blood vessels of women are smaller, and that
men have characteristically heavier blood. The main contrast, how-
ever, is that men are said to possess greater fuerza, are more resist-
ant, and are able to do harder work than women.? In these ways
women are considered (by both male and female informants) “less
complete” and “more simple.”

There is general agreement that the head contains at least two
parts or organs—the sesos (‘brains’), located at the top of the head,
and the cerebro (‘brain’ or ‘cerebrum’), located at the base of the
neck (see Figure 3.2). Some informants listed a third part, the sen-
tido (‘senses’), located in the front of the head. Several processes are
said to take place in these parts, or else they provide the fuerza for
the given ability, including thought, memory, hearing, speech,
sight, and taste. Further, the different parts are functionally spe-
cialized, and although there is little overall agreement on precisely
which one is responsible for what, some generalizations are possible.
Thought is considered by most to occur in the cerebro. There is no
specific theory of how this takes place, but blood is said to flow rap-
idly through this part when one thinks intensely. The cerebro is
also thought to be involved in speech, since people who receive
blows to that area are rendered speechless. Similarly, the memory
must be located in the sesos, since by tapping on that area of the
head when trying to recall something, the memory can be “jarred
loose.” The sentido is said to provide “strength” for the eyes to see,
apparently on the basis of its location at the front of the head. An-
other recognized part of the head is the mollera (the ‘crown’ or ‘fon-
tanel’), the area of the skull immediately above the sesos. No par-
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ticular function is assigned to it, but it can cause lack of appetite,
hearing loss, and loss of vision if it “falls down,” an affliction (mo-
llera caida) usually confined to children. Apart from their specific
functions, the interior parts of the head are also said generally to
“fill the head like masa (‘dough’),” “support the veins of vision,”
and “give strength to the neck.”

Some Bodily Processes—Digestion and

Nutrition

The parts involved in the Pichataro view of bodily alimenta-
tion are the stomach, intestines, the bazo, the bladder, and in-
directly the “veins.” All contribute to the process whereby the
strength contained in food is transferred to the body for use. Let us
consider this process, giving special attention to some of the nutri-
tional beliefs that follow from the way in which it is conceptualized.

Some informants believe that there are two tubes passing from
the mouth, one of which carries food, the other drink.* In this view
the two may arrive at separate locations—food in the stomach and
water in the bazo (or bladder, according to somej—or both may ar-
rive at and mix in the stomach. The remaining informants speak of
a single tube through which both pass. In either case, the food mix-
ture then goes to the intestines. At this point, informants consist-
ently explain the digestive process in terms remarkably analogous
to the operation of a molino de nixtamdl (‘corn grinding mill’), of-
ten describing the intestine as el molino. What occurs here is the
extraction of the essence of the food, the mero alimento (‘real’ or
‘true food’), believed to be a kind of juice in which the strength of
the food is concentrated. The juice then passes through the intes-
tines into the veins, which carry it to all parts of the body, provid-
ing strength for work and other activity.

An important corollary of this view is that the nutritive value of
different foods—the amount of fuerza they provide—is considered
directly related to their wetness or juiciness. For example, fresh
meat, milk, eggs, fresh fish, éuripu (boiled meat and cabbage in a
chile-seasoned broth), and sopa de pasta (noodle soup) are all con-
sidered to be highly nutritious and strength-giving foods because
they contain a lot of juice. On the other hand, dry Aabas (broad-
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beans), cheese, dried fish, and meat preserved by drying are consid-
ered to have little food value because they largely lack the essential
juiciness. The method of preparation may, however, overcome
these deficiencies: dried beans can provide considerable fuerza
when prepared by boiling, which adds moisture. Occasionally some
foods are described as containing mucha vitamina (‘much vi-
tamin’), but this concept is identical to that of fuerza.

The equation of juiciness with fuerza is true only for items that
are classified as alimentos (‘food’).? This category is more restricted
than the English “food,” since most items which are not eaten as
part of a meal are not classified as an alimento. Thus oranges, al-
though certainly juicy, are not regarded as providing large amounts
of fuerza because they are not a kind of alimento. More specifically,
then, it is juicy alimentos that provide strength. The juicy-dry dis-
tinction® is not related to the “hot” and “cold” qualities that foods
also have; juicy strength-giving foods may be either “hot,” such as
pork, or “cold,” such as fresh fish.

It is apparent, then, that an emphasis on the juicy qualities of
food follows directly from beliefs about how the body utilizes food
and extracts its strength-giving properties. Such an equation of
juiciness and nutritive value has not been widely reported for the
area, perhaps due to the aforementioned scarcity of data on Meso-
american ethnoanatomical and ethnophysiological concepts. It is
~ significant that one of the few works that does address these issues,
Douglas’s study from Santiago Atitldn in Guatemala, presents a
similar equation, differing only in the details of the various body
parts’ roles in the process: “The stomach is said to be directly con-
nected to the heart in such a way that the liquid (or strength) of the
ingested food is extracted in the stomach and passes directly to
the heart and into the blood” (1969:265). It seems that the concept
may have some degree of generality beyond the specific case of
Pichataro. :

The juicy-dry principle affects the acceptance of new dietary
items, a good illustration being the differential adoption of vitamin
supplementsin Pichataro. In terms of their effect on and utilization
by the body, vitamins are conceptually identical to the juice ex-
tracted from foods in the process of digestion. Accordingly, vitamin
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tonics and injected vitamins are widely regarded as valuable and as
particularly useful in building up one’s fuerza after an illness.
Many, in fact, consider such preparations to be a form of concen-
trated food juice. On the other hand, vitamin tablets, while avail-
able, are seldom if ever used because they lack the juiciness consid-
ered to be their essence; they are an.enigma for reasons that are
now apparent.

Occasionally an erroneous equation of juiciness and nutritive
value can have severe and unfortunate consequences. Among that
minority of Pichdtaro women who bottle-feed their infants, pow-
dered infant formulas or powdered milk are sometimes not avail-
able due to their cost. What is often considered an acceptable sub-
stitute is a mixture of corn meal or even commercially produced
corn starch and water. Corn is a prototypical alimento, and when
prepared in such a moisture-rich form it has all of the attributes of
strength-giving food. Of course, the consequences of this practice
for the infant’s growth and general health are quite serious.

Other important components of nutritional beliefs in Piché4taro
are the solitaria (‘tapeworm’) and lombrices (‘stomach worms’). A
person may or may not have a tapeworm, but everyone is said to
have stomach worms. The latter are considered essential for their
function in “calling the appetite”—calling one’s attention to the
fact that he should eat. A total lack of worms is thought dangerous
because one then loses his appetite and does not eat properly. On
the other hand, too many worms can consume too much food and
make one thin. They are then a necessary evil; informants explain
that they serve to “do damage” and to “offend the stomach,” but
that nevertheless they are essential for the maintenance of the
body’s strength. Tapeworms acquire different preferences in differ-
ent people and thereby lead those having them to overindulge in a
certain type of food or drink. One woman explains that her hus-
band has a solitaria chingadera (politely, a “drunkard’s tape-
worm”) that continually demands alcohol; the result is that he
drinks excessively. Initially tapeworms have no preferences, but
slowly they begin to acquire a taste for a certain food that their
host eats a lot; they become accustomed to it, and then begin to
demand it. Diabéticos (‘diabetics’) are said to be the victims of
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tapeworms that constantly demand sweets. The origin of tape-
worms and stomach worms is unclear. Some say people are born
with them (“even from the first day, we are crying for food”’); others
contend that they are acquired later.

Most residents of Pichataro believe that if food is to provide
strength, it must be eaten at the proper time. In particular, if one
waits too long after feelings of hunger begin, the hunger may “pass”
and the food will no longer do any good; it is thought that an aire
(‘air’) enters the stomach and blocks proper passage of the food. (I
have already discussed another possible effect of eating delays—
involving the latido.)

Circulation and the Blood

The circulation of the blood is viewed as an essential process,
as it is the means by which fuerza is supplied to all areas of the
body. The condition of the parts associated with this function (the
heart, blood, veins) is accordingly of great importance for the main-

tenance of health. The heart is considered to be by far the most

important internal bodily part. It is often described as the “pump”
or “motor” of the body, and its function in circulating the blood
through the veins is well known. '

The blood is said to be composed of water and the juice supplied
by food, and must be continually augmented with new supplies of
juice in order to maintain its strength. Accordingly, loss of blood
and poor diet (resulting in “damaged blood”) are serious threats to
health because they reduce the body’s store of fuerza and its ability
to distribute it. There is some controversy over whether blood, once
lost, is replaceable. Some contend that bleeding resultsin a perma-
nent deficiency and loss of strength. One woman, who has little
strength for work, speaks and walks slowly, and is generally weak
and phlegmatic, attributes her condition to the heavy bleeding she
experienced with the birth of her last child. However, most people
questioned on this believe that the supply of blood could be aug-
mented, although slowly, through a diet rich in juicy foods, and
with vitamin tonics. In any event, a loss of blood in any quantity is
a matter of great concern. ‘

Individuals may: vary in the quality of the blood, some having
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characteristically light or thin blood, others heavy or dark blood.
Thin blood is said to “carry” illness more easily, and people having
it are thought generally less resistant to illness. In cases of mal de
ojo (‘evil eye’) the quality of the infant’s blood determines which of
the two forms of this illness he will experience.

Temperature Regulation

One of the basic principles of Pichatarefio medical beliefs is
that of the necessity for a proper balance between hot and cold
forces in the body. It is recognized that weather extremes, exertion,
inactivity and other factors may act to change this balance and
threaten health. Three bodily processes—breathing, sweating, and
shivering—are believed to be involved in the correction of such im-
balances in the normal individual.

The role of breathing in cooling the body is emphasized in the
views of Pichatarefios who observe that breathing becomes more
rapid during periods of heavy work and other heat-producing ac-
tivities. Opinion is divided on where the inspired cooling air arrives;
some say the lungs, others the stomach. In either case, it is then
thought to diffuse throughout the body. In addition to its cooling
qualities, air is also a kind of alimento or food for the body, which
provides fuerza complementary to that provided by the food one
eats.

Sweating is recognized as another means by which the body rids
itself of excess heat. The moisture is sometimes said to be the heat
itself as it leaves the body. Others explain that the sweating action
opens the pores so that cooling air can enter the body. One man
describes the moisture as being the strength-giving “juice” obtained
from food; thus its loss through sweating explains why one feels
weary after hot, exerting work. The absence of sweating in persons
with elevated temperatures is taken as indicative of illness, as the
excessive heat contained in the body is not being released.

Shivering is explained as a response to cold that has penetrated
the body and “reached the heart,” and which generates heat
through increased activity. Some informants feel that healthy peo-
ple do not “feel the cold,” and thus that shivering is a sign of weak-
ness or sickness. '
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Sleep and Dreaming

Sleep is considered a necessary and natural state, in which the
body rests and the blood builds up fuerza to replace that expended
during the day’s activities. It is viewed as greatly different from un-
consciousness: during sleep the mind remains active, whereas in
unconsciousness all senses are lost and one is very close to death.
Sleep is thought to “heat up” the body, and best occurs at night
when the coolness may counteract this tendency. It is considered
dangerous to nap during the day and them resume activities, as one
risks encountering cold air while still in a heated state. Sleep is
viewed as especially important for children, since growth is thought
to occur only at this time.

Dreams are the result of the mind’s activity while the body is at
rest. It is believed that if dreaming did not occur, sleep would be
prolonged and one would eventually die. People cqnsistently de-
scribe dreams as frightening and disturbing thoughts which serve to
awaken one from sleep. People in Pichétaro appear to experience
nightmares with some regularity.

THE EXPLANATION OF ILLNESS

In the context of their general views of bodily functioning how do
people in Pich4taro explain the occurrence of specific illnesses? We
have already mentioned several ways in which illness may occur in
relation to particular body parts. Many illnesses, however, are re-
lated to more general principles of causation, often to notions of

bodily equilibria and how different forces may-impinge on them.

The organization of our discussion of these principles will antici-
pate, in part, the distinction between the external versus internal
locus of cause to be described in Chapter Four.

Environmental Causes

One of the most frequent and pervasive explanations of how
illness occurs is in terms of the pathological effects of agents in the
external environment. Cold air, rain, moist ground, the sun, fire,
and other features of the environment are commonly believed to be
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sources of excess heat or cold that may enter the body, upset its
normal balance, and cause illness. Excesses of either cold or heat
are considered dangerous, especially cold. Illnesses tend to be at-
tributed to cold much more frequently than heat, perhaps due to
Pichétaro’s predominantly cool, damp climate. Such excesses may
be general, or concentrated in a particular part of the body. A com-
mon effect of contact with cold is the displacement of the body’s
normal heat to the head (calor subido, or ‘risen heat’), where its
concentration leads to characteristic symptoms.

The following cases illustrate several features of this theory of
temperature equilibrium and the ways in which the balance may be
upset. The first is a case of pulmonia (‘pneumonia’):

Demetrio had this when he was eighteen years old. It came from
the cold. He had gone to La Mojonera [a village in the area] to help
with the harvest, and had to sleep on the ground. Later he got wet
when he was hot from the work. When he returned home, he began

to feel bad. Dofia [a curer] made a remedy for him, and he got well
with this. . K

This illness involved a general excess of cold, brought on in two
ways. Sleeping on the cool, moist ground caused coldness to enter
the body, and getting wet later added to this imbalance. Also evi-
dent here is the idea that warm states heighten one’s susceptibility
to attacks of cold. The next case illustrates an even more common
situation involving this notion:

A while ago my grandmother had las punzadas [‘sharp headache
around the temples’]. It came from going right out into the air when
she was hot from making tortillas. A current of air hit her. She didn’t

know how to cure this, so she went to a curer. She got well with this
curer’s remedies. ’

At times the interaction of hot and cold forces is more complex,
and the specific thermodynamics involved a bit more difficult to

work out. Consider this case of anginas (‘swollen glands in the
throat’): '
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My sister had this last year. It lasted for three days. It came from
washing her feet, and then right away coming close to the fire to
make tortillas. She got better with a remedy made from roasted to-
mato and alcohol put on her throat. She also took some pills, and
with this she got well. We've always gotten well with this.

Here was a case of “risen heat.” The coldness of the water on the
girl’s feet had the effect of driving her natural body heat upward,
creating excesses in the upper part of the body and causing the
problem in her throat. The problem was then compounded when
this part of her body, already in a state of imbalance, was exposed
to even more heat from the kitchen fire and the activity of making
tortillas. The treatment involved placing “cool” substances on her
throat, which had the effect of neutralizing the excess heat and
driving it away from the affected area.

In contrast to the general lack of responsibility for an illness re-
portedly conceded to the sick person in American society (see Par-
sons 1951), personal accountability is a more variable matter in
Pichataro, mainly depending upon the ascribed cause of the illness.
Those illnesses involving the action of agents in the external en-
vironment, as have just been described, are often said to have re-
sulted from a descuido—carelessness. These kinds of illnesses are
thought preventable if one exercises caution and avoids circum-
stances which lead to them. To a certain extent, then, a person is
considered responsible for what happens as a result of failure to de-
fend against known hazards. In a similar vein, a father may explain
that the “cause” of his child’s illness was his wife’s carelessness in,
say, allowing the child to play in a puddle of water. Thus, although
Pichatarefios do generally view their environment as containing a
host of potential threats to their well-being, they do not simply en-
counter these passively; rather, through awareness, they may often
avoid the effects of such hazards.

Internal Causes—Dietary and Emotional

Apart from agents or forces in the external environment
which may impinge upon the body’s functioning, internally in-
itiated changes in the body’s state may also lead to illness. The two
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principal means by which such internal imbalances are created are
one’s diet, and strong emotional experiences.

Foods also have “hot” and “cold” qualities,” but in a somewhaf
different sense than when speaking of sources of heat and cold in
the external environment. In the latter case, what is involved are
actual temperature extremes—cold rain, hot sun, and so on. In the
.case of foods, however, the “hotness” or “coldness” of a particular
item is not dependent upon such a direct reference as temperature.
Rather, it is a putative innate quality of the food. For example,
pork, mangos, honey, and chilis are considered “hot,” while apples,
fish, bananas, and potatoes are “cold.” All foods ideally have such a
quality, although there is a good deal of inconsistency among in-
formants on specific items (see G. Foster 1979). Many items are de-
scribed as templado (‘temperate,” or ‘medium’) and one gets the im-
pression that, for these, the relative “hotness” or “coldness” is not
an especially salient characteristic. Nevertheless, there are a num-
ber of illnesses that may be brought about due to the particular
“hot” or “cold” quality of the foods one eats. This may occur in
three different ways.

First, one may simply eat excessive amounts of foods having one
or the other quality. One man attributed the diarrhea he was expe-
riencing to the fact that he had recently eaten a lot of honey, which
is considered to be very “hot.” Similar symptoms may result when
excessive amounts of “cold” foods are eaten.

Second, injudicious mixing of items having strongly opposing
qualities may cause upsets, as in the following case of agrufas (a
mild stomach ailment):

Sefior ____ s wife had this about four days ago. She
had just completed the cuarentena [forty-day period’] after child-
birth. She got this because of carelessness: she likes to eat her bread
heated, and right after eatingsome she drank some water. She thinks
that this is what made her ill.

We see how the quality of a food may be modified through its
method of preparation (here, the bread was made especially “hot”).
The bread “heated” her stomach, which made it particularly sus-
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ceptible to the effects of the “cold” water. The situation was cons.id-
ered compounded by the woman’s weakened state following child-
birth. '

Third, other factors may also predispose the body to harm de-
spite what it ingests. For example, “cold” food and drink, which in
normal amounts usually do no harm, may cause illness in a person
consuming them while in a highly emotional state. Such states are
thought to “heat up” the body.

There are other types of illness closely related to diet, but having
nothing to do with the “hot” or “cold” quality of food. QOvereatingis
said to result in a condition known as empacho (‘blocked diges-
tion’). The person suffering from this is described as literally
“stopped up.” Unripe fruit is considered especially to cause such a
blockage, and this is a frequent illness of children during the time of
year when green fruit is available in the orchards. Digestive prob-
lems may also be attributed to delays in eating. (The role of the
latido in these situations has already been described.) Another

» problem that may occur when eating is delayed too long is that air
may enter the empty stomach and create a bloated condition fso-
foca or congestién de aire). At times this conditlon may be particu-
larly severe, resulting in cdlico (‘colic’). ‘

Just as environmentally caused illnesses are said to result from
descuido (‘carelessness’), diet-related illnesses are often ascribed to
a traspaso (‘trespass’). Here, too, is the idea that these illnesses are
to some extent within the individual’s control and that they are
often preventable if one takes care to avoid the circumstances
which lead to them. Consider this comment made in reference to a
case of empacho: “The sefior had this about three years ago. ‘Just
like a child,” says his wife, he was unable to resist eating unripe
fruit. She cooked up some herbs for him, and he got well with this.”
Clearly, the man’s wife felt that he should have known better. This
is not to say that Pichatarefios feel that diet-related illnesses are
always avoidable, but rather that the chances of preventing them
when proper precautions are taken are suflicient to make the at-
tempt worthwhile.

Another kind of internally initiated imbalance sometimes results
from strong emotional experiences. As has been pointed out, Picha-
tarefios believe that intense emotions—such as anger, joy, fright,
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desire, sorrow, humiliation, and sadness—may result in illness in the
person experiencing them. One way in which this occurs is through
the “heated” body state such experiences are thought to create.
But much more significant are the ways in which strong emotions
are thought directly to affect bodily functioning, particularly in re-
lation to the heart, bile, and stomach, but including other parts as
well. Here, too, is a kind of bodily balance, although differing some-
what from the idea of the “hot”-“cold” balance, since a concept of
specifically opposed qualities is not well developed. Nevertheless,
the body does appear to require a moderately steady emotional
state. Emotions which are strong enough to upset this equilibrium
may lead to illness. ‘

It frequently happens, then, that illness episodes are attributed
to strong emotions experienced prior to the onset of the symptoms.
The following case of disenteria (‘dysentery’), described by a
seventy-year-old man, illustrates this type of explanation:

I've had it, two days ago—the day before yesterday, and yesterday
too. It came from a sentimiento [‘sorrow’], when my ox died. I had
lots of pity—I lost a lot of money. It was like a bilis. My wife cooked
me a remedy, and with this I got well fast. There was no need to take
anv pills, or to go to the nuns. '

Here, the shock of the animal’s death and worry over the loss were
considered to have caused the release of “bile” in the body, produc-
ing the condition he described as “dysentery.” Bilis in particular is
considered capable of affecting the body in numerous ways, and the
symptoms are often quite diffuse. Thus, almost any kind of physi-
cal discomfort may have an emotional cause attributed to it, espe-
cially when some emotionally upsetting experience has recently oc-
curred.
Emotion-related illnesses are thought to be transferable to small

children from their mothers, as in the following instance:

We had a girl that died of la bilis. This happened two years ago. It -
started when the girl was five months old. Her mother had a coraje
[‘anger’], and then she gave her the breast, and from this the bilis
started. She was real sick—vomiting and with diarrhea.
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Another type of illness commonly believed to be caused by emo-
tions is enfermedad de corazén (‘heart illness’). It will be recalled
that the heart is considered the primary receptor of one’s emotional
experiences and “pains.” Since any feeling of pain, tightness, or un-
easiness in the area of the chest is commonly thought to involve the
heart, an emotional explanation is usually sought for such prob-
lems. One man has thus described his experience:

Yes. I have this, I'm going along dying of this! When I have feel-
ings of sorrow, my heart begins to hurt. Sometimes my back hurts
too. and I start to shake . . . it also starts when I get angry or
frightened. . . . I've had this for about a year. At first I took deer’s
blood, because they say that thisis good forit, but this didn’t help so
mvy mother told me to go over there to Pudcuaro.® I didn’t have any
m6ney. I'm a poor man. . . . I went there to be cured. . . . How
good those nurses are. They're Italians, or gringas, who knows?
Thev told me to talk to themin Tarasco, and so we talked forg while

and they cured me.

One emotion-related illness, mal de ojo (‘evil eye’), happens in
quite a different way. This is an illness specific to children and in-
fants, caused by someone seeing the child and having a strong emo-
tional reaction to it. This is somehow transferred to the child, “irri-
tating the blood,” and making it sick. Symptoms include vomiting,
diafrhea, general restlessness, and much crying. It is said that any-
one may cause this illness, even the child’s parents. There are two
types of gjo: if one has great pleasure and envy upon seeing th'e
child, ojo de gusto (‘of delight’) will result; but if one feels anger, 0j0
de coraje (‘of anger’) results. The former type is relatively mild and
nonserious, the latter severe and potentially fatal. Which form the
ojo will take is said to depend upon the character of the child’-s
blood. Ojo de gusto results if the child has light blood, ojo de coraje
if its blood is dark and heavy. Ojo might equally be considered as a
type of illness caused by an external or environmental agent; its
place in this scheme is not particularly clear. One man said that ojo
is caused by “contagion,” although, he admitted, of a very special
type. As an illness explanation, the ojo belief is widespread in
Mesoamerica and elsewhere (Adams and Rubel 1967; Maloney
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1976; Young 1979b). Its classification in Pichataro into the two
types, however, appears unique.

The idea of personal responsibility, an important feature of the
two types of illness explanations previously discussed, is usually ab-
sent in emotion-related illnesses. Persons experiencing this type of
llness are considered victims of situations which are for the most
part beyond their control. Pichatarefios tend to view their lives as
inevitably entailing times of suffering, disappointment, and inter-
personal friction. It follows that what they consider to be a conse-
quence of these experiences—the illnesses described here—also be
seen as inevitable. One friend explained ético, an illness occurring in
children at the time of weaning, thought to result from the loss of
motherly affection and jealousy toward the new sibling: “Really
it’s not an illness, compadre . . . it’s just a part of life.”

Other Explanations of Illness

Thus far discussion has been confined to explanations of what
Pichatarenos classify as buena enfermedad or enfermedad natural
(‘good,” or ‘natural illness’). Occasionally, however, illnesses come
to be regarded as instances of mala enfermedad (‘bad illness’), ill-
ness caused by witchcraft. It is true that there are people in
Pichataro who engage in malign magic toward others with the in-
tention of causing illness. Most frequently, however, the attribu-
tion of a particular illness to witchcraft does not depend upon.cer-
tain knowledge that someone has indeed instituted it against the
victim. Rather, it comes to be suspected in cases which defy treat-
ment.

All cases naming witchcraft as the cause were either chronic and
prolonged, or recurrent, illnesses that had repeatedly resisted treat-
ment. Usually such a diagnosis is made by a process of elimination,
after home treatment, traditional curers, physicians, and perhaps
others have been unsuccessfully tried. Witchcraft then becomes the
only reasonable explanation for the persistence of the illness. The
attribution of an illness to witchcraft implies a particular kind of
treatment. Physicians and others using modern medical remedies
are thought unable to cure this type of illness. In these cases either
a specialist in curing witchcraft (see Chapter Five), or an acquain-
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tance knowledgeable in these matters, will be consulted. The fol-
lowing case illustrates several features of witchcraft explanations
in Pichataro.

When José was two years old, he was very sick for about six
months. His parents took him to nurses, curers, doctors, “every-
where,” without any success in curing him. They thought that he
was going to die. One day his father ran into a compadre of his, who
asked why he looked so sad. The father said that now José was going
to die, that there was nothing more to do than to just wait for it. His
compadre said that he would try to help, and they went and the com-
padre read some cards, all spread out on the table. He concluded
that the iliness was mala enfermedad. The compadre’s wife said that
she would try to cure José. She gave him a limpia (a “brushing,” or
“cleaning”) with a big bunch of leaves and herbs, “of every kind there
are here,” and continued to give him a limpia every moming thereaf-
ter for a week. After the week José’s father began to notice that he
was getting better. At the last Iimpia an egg was also passed over
José, and then broken into a glass of water. There they were able to
see, in the egg, the illness that had been drawn from him.

His compadres refused to take any money for the cure, but in re-
turn asked a favor. They were going away to work, and asked José’s
parents to live in their house and take care of it, and also to care for
their orchard. José’s parents did so for three years.

The father said that the witchcraft had been aimed at him or his
wife, but they were strong and had strong blood and didn’t get sick.
José, being a child, was not strong enough to resist the illness, but
was strong enough to bear it as long as he had it. This is why he did
not die.

Here we see how witchceraft was the diagnosis of last resort. As
with the cards in this instance, suspicions of witchcraft are usually
confirmed through some divinatory procedure. Cases of witchcraft
often involve heavy expenses or, as in the above case, incur an obli-
gation which may represent considerable disruption and inconven-
ience. As an indication of the sensitivity that surrounds the subject
of witchcraft, it was not until we had known this family for over
eight months of very frequent interaction that they felt willing to
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relate the case. Up until that time, they had denied any belief in or
experience with witchcraft.

Techniques of witchcraft in Pichdtaro conform to the classic Fra-
zerian distinction between imitative and contagious magic. One
often-mentioned method is to take an image of the intended
victim—either a photograph or a doll-like effigy—to one of the caves
in the mountains north of town where witchcraft is performed and
to leave the image there. The witchceraft may also have its effect
when performed on something once in the possession of the victim,
as I found in the following instance. Early in the fieldwork, I visited
one woman’s home in the course of doing the town census. She
asked that I give her some money, which I declined to do. Some
months later I learned that this woman was one of the town’s most
famous witches, and related the incident to some friends. I was told
that it was a good thing I had not given her anything, as she could
have done much harm with it. I was advised not to give things to
people with whom I was not well acquainted. Another technique of
witchcraft is to place a dangerous substance, such as ground bone
from the cemetery, in the victim’s food or drink.’

Two considerations combine to make witchcraft a relatively in-
frequent explanation of illness. First, it is rarely suspected in the
initial stages of an illness. Second, the vast majority of illnesses in
Pichataro are resolved before reaching the point at which witch-
craft represents a plausible explanation, that is, before all routine
treatment alternatives have been tried. But in those cases where it
1s implicated, the consequences for seeking treatment are, as noted
above, indeed significant.

Only rarely in Pichataro does one hear such terms as “contagion”
and “microbes” in discussions of illness. These terms refer to con-
cepts having only vague resemblance to the germ theory in Western
medicine. Microbes are generally equated with dirtiness, and are
said to cause stomach problems and diarrhea when present in one’s
food. Contagion is most often used to refer to illnesses affecting
large numbers of people at the same time. It is sometimes said that
these illnesses—such as measles, colds, and whooping cough—are
spread from one person to another. But more often, they are ex-
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plained as due to large numbers of people being exposed to the same
environmental conditions that lead to the illness.? Overall, very few
illnesses in Pich4taro are explained in these terms.

There is the belief in Pichdtaro that, in a final sense, illness is
something “sent by God” as punishment for one’s transgressions.
But this belief rarely figures in explanations of particular illnesses,
nor is there a specific category of illness said to be “caused by God.”
Some people interpret “good” or “natural” illness as ultimately
“God’s will” and “bad” illness (witchcraft-caused) as involving the
work of the Devil.

Problems of mechanical origin and those resulting from physical
trauma—such as cuts, burns, broken bones, bruises, and sprains—
are explained as such, usually without reference to any of the prin-
ciples of illness causation previously discussed. Such infirmities are
commonly said to have resulted from a descuido with the same im-
plications for personal responsibility as were discussed earlier.

Prevention

The actions that Pichatarefios take in attempting to avoid ill-
ness for the most part follow directly from their concepts of the
causes of illness. For example, one way to prevent illness believed
caused by excess “heat” in the body is to avoid eating large
amounts of foods having a “hot” quality. Similarly, people rou-
tinely maintain an awareness of external environmental hazards as
they go about their daily activities, and they avoid agents such as
rain, moist ground, and cold night air, if possible.}? There are, how-
ever, a number of other less obvious practices that deserve mention.

To avoid headaches caused by “attacks” of air when leaving a
warm room, many women stick small pieces of a particular kind of
leaf on their temples. These are thought to prevent the current
from penetrating the head. Similarly, when outdoors at night
women pull their rebozos (‘shawls’) tightly around their heads,
leaving exposed only the area around the eyes and blocking off cold
air that might otherwise enter through the mouth or nose. During
warmer weather in April and May, many men schedule their work
so that they are idle during the hottest afternoon hours in order to
avoid becoming overheated. One man explained his practice of
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drinking “teas” of rosa de castilla—a “fresh” or “cool”” herb—during
such days, to reduce the risk of heat-induced illness. At any time of
the year, people take special precautions when they are hot—either
from sickness or from activity—as these are thought to make one
particularly susceptible to the harmful effects of cold. People with
calentura (a “temperature”) don’t bathe, and men hot from work
in the fields allow themselves to “cool off” before washing.

Evil eye may be avoided through the use of several different amu-
lets. The most common is an ojo de venado (‘deer’s eye’), a large
seed decorated with beads, red yarn, and a tiny picture of the
crucifix, hung around the child’s neck on a string. Some mothers
prefer to use a small bag containing a few strands of coyote fur, or
the feathers of a particular bird. All of these are thought to capture
the “evil” and prevent it from harming the child.

Pichatarefios believe that the village cemetery is a particularly
dangerous place, and they take several precautions relating to it.
They claim that one should not go there when sick, nor come in
contact with someone who is in a weakened state (such as someone
who is ill, or an infant) immediately after visiting it, without first
washing away any accumulated dust.

Talking about some types of illness is said occasionally to bring
them on, and so people avoid their mention. In particular one
should not mention la fiebre (‘high fever’) around someone who is
sick with an elevated temperature, as this could worsen the condi-
tion.. In the same vein, when asked about recent illnesses in the
course of the case collection survey, people never reported the ab-
sence of illnesses by simply saying “no,” but always “no, give
thanks to God”—and often several times. They apparently felt the
need to ask divine help in keeping illness away from the household.

In addition, Pichatarefios have adopted some modern preventive
practices. Government vaccination teams visit town several times a
year, providing inoculations for whooping cough, diphtheria, teta-
nus, and polio. While complete data on vaccinations are lacking, it
appears that the majority of families have used these services. It
seems likely, however, that immunizations that require a series of
visits are often not completed, and that periodic revaccinations are
often not obtained. People generally believe that vaccinations are
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valuable and credit them with the present-day absence of small-
pox.!! Some hold the view that vaccinations, especially against
whooping cough, do not necessarily prevent their children from get-
ting the illness but do serve to make it milder. Data from a two-day
clinic held in November 1975 show that sixty-eight children were
.vaccinated, over half of them less than a year old. This represents
about one-fourth of the total population in that age group.

" Illness is thus a matter of considerable and continuing concern.to
the people of Pichataro. While sometimes viewed as unpredictable
and capricious, once it arrives it must be accounted for and, above
all, treated. This section has considered the major causal principles
invoked by Pichatarefios to explain the occurrence of illness, as well
as some of the preventive measures that follow from these princi-
ples. However, folk medical knowledge is concerned not only with
explaining illness, it is equally concerned with evaluating potential
consequences of an illness so that appropriate treatment may be
chosen.

EVALUATING THE ILLNESS

An often-assumed model of theillness treatment processis one that
proceeds from the initial recognition of symptoms, to the diagnosis
or classification of the condition, to the choice and implementation
of treatment. For Pichéataro, however, this view that diagnosis is an
explicit step in the illness process and must precede decisions about
treatment is not necessarily accurate. There is, to be sure, a lexicon
of illness terms labeling different diagnostic categories (see Frake
1961). But these terms are often used informally and tentatively in
labeling particular illness episodes. There is considerable variation
in the implications that a given diagnosis has for the treatment that
will be sought. Frequently the specific label used to refer to a condi-
tion changes during the course of the illness, reflecting the variable
outcomes of different attempts at treatment. The following case is
an illustration.

Their one-year-old boy had been sick for about a week with a tem-
perature, cough, runny nose, and had little appetite, a condition
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which his mother referred to as gripa [‘cold,” ‘flu’]. She took him to
the nurse in the plaza twice for injections. The last time he had been
sick with the gripa she had taken him there and he had gotten well.
This time, however, he seemed to be getting even sicker—his mother
described the illness at this point as “very strong.” He was then
taken to a “sefiora who knows how to cure” [a folk curer]. The curer
said that the problem was really mollera caida [‘fallen fontanel’].
Treatment was given, and the boy began to get well. His mother said
that after this she knew why he had not gotten well with the nurse’s
injections: it was really la mollera all along, and this can be cured
only with folk remedies.

Two diagnoses are involved here. The first, gripa, served primar-
ily as a convenient way of talking about the symptoms. The mother
expressed no strong beliefs about what had caused the illness and
was willing, with apparently no change in her diagnosis, to consult
successively the nurse and a folk curer. The second diagnosis, mo-
llera caida, contrasts with the first since it had specific implications
both for the cause which was attributed to the illness and for the
type of treatment considered appropriate. By definition, this illness
is thought caused by-a displacement of a section of the top of the
skull brought on by a fall, curable only with folk treatment
methods. Notice also in this case that the mother’s adoption of the
diagnosis of mollera caida did not precede, but followed from the
curer’s explanation and seemingly successful treatment of the ill-
ness. The latter was strong evidence in support of that diagnosis
even though, in this case, the specific symptoms were not those gen-
erally associated with mollera caida. 1t is often the case that diag-
noses are dependent upon the outcome of treatment.

Like the above example, initial diagnoses of illness in Pichétaro
generally describe the symptoms present and usually involve no
elaborate diagnostic procedures. If the initial action taken is home
treatment, the diagnosis guides selection of an appropriate remedy.
However, the initial diagnosis is in most cases too tentative or
“loose” to indicate, by itself, the choice of treatment. Subsequent
diagnoses, when there are multiple ones, characteristically become
increasingly “tight”: they point to more specific causes, and some-
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times narrow down the range of treatment alternatives considered
appropriate. But since the majority of illness episodes in Pichataro
are resolved after the use of only one or two treatment alterna-
tives,’? and thus do not reach the stage at which such a “tight” di-
agnosis becomes highly likely, “loose’”” diagnoses are more often the
rule.

Assessing the Gravity of the Iliness

What is usually most important to Pichatarefios in evaluating
symptoms is to determine their seriousness. We developed a card-
sorting task in order to investigate how seriousness is classified and
how the gravity of particular symptoms is judged. The task in-
volved forty-two different physical and behavioral signs that were
known to be of the type people in Pichataro take as symptomatic of
illness. Five literate informants were asked to sort the deck into
groups according to how serious they considered the particular
symptom. We gave no instructions on how many groups were to be
formed. 1t was explained that the groups should be such that one
could consider all the symptomsincluded in a given group as gener-
ally “the same” or “equal” in gravity. We then questioned infor-
mants about each symptom and asked why it had been assigfled its
particular level of gravity.

The same card-sorting task was also done with illness types or
diagnostic labels, as opposed to symptoms. The results showed less
inter-informant agreement,'® and a greater number of items went
unclassified owing to the opinion that they might vary in gravity,
depending upon the particular case and its manifestations. This
suggests that in most cases it is not the diagnostic category that
primarily determines the seriousness attributed to a given episode,
but rather the particular symptoms. Generally, a given symptom
has associated with it a much narrower range of judgments about
its seriousness than does a given illness label.

We will examine the results of the symptom-ranking task with
two questions in mind: 1. In what classes do Pichatarefios classify
gravity?; and 2. What are the general principles by which particu-
lar symptoms are assigned to these classes?
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1. The results suggest that in Pichataro the seriousness of an ill-
ness is generally thought of in terms of three basic levels. Illnesses
of the first level are described as ‘little’ (chica), ‘brief’ (corta), or
‘simple’ (sencilla); the second level, ‘regular’ (regular), ‘medium’
(mediana), or ‘more complicated’ (mas complicada); and the third
level, ‘grave’ (grave), ‘dangerous’ (peligrosa), or ‘heavy’ (pesada).
For present purposes, these three classes will be referred to simply
as nonserious, moderately serious, and grave. We must keep in
mind that these are not arbitrary or analytic distinctions, but
rather reflect how gravity was classified by this group of inform-
ants.

In the actual task, three informants formed three groups, and
two formed four. Each of the groups had varying numbers of symp-
toms included in them. The latter two cases, where four groups
were formed, both split the initial grave category into two sets.
Both sets indicated potentially fatal conditions—the key attribute
of the grave class. The informants generally agreed that the treat-
ment implications would be the same for both sets. Therefore, we
can assume that a three-level model of seriousness is generally rep-
resentative of the magnitudes of difference that have significance
for treatment decisions. '

The content of the three levels is illustrated in Table 3.1. Symp-
toms?¢ are listed according to the class in which they were most
frequently placed by informants (the modal category). For each
symptom, the median rank is indicated.

Agreement on the particular symptoms included in the catego-
ries was not exceptionally high (average ry = 0.55).}° Thus, if the
purpose of the study had been to arrive at a generally valid serious-
ness rating for each specific symptom, there might be some cause to
question the usefulness of the results. This was not, however, the
purpose; rather, it was to observe the number of classes employed
by informants in judging illness gravity and the principles by which
particular symptoms were assigned to these classes. No attempt
will be made in the course of later analysis to assign a level of grav-
ity to particular illness occurrences on the basis of the symptoms
reported. Instead, in those situations where seriousness ratings of
specific illnesses are required—and they are quite important in the
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Table 3.1. Composite Sorting with Median Seriousness Ratings for Each
Symptom
Nonserious Moderately serious Grave
7.8 headache 19.5 body aches 32.4 swollen glands
8.0 sticky eye 20.0 not being able to in the throat
discharge go to the bathroom 34.0 difficulty breathing

8.0 runny nose 20.5 aching in the bones 34.0 vomiting
9.0 pimples on skin 21.0 red spots on skin 34.0 unconsciousness
9.0 sore throat 23.5 notbeing abletoeat  36.0 high fever
9.0 sleeplessness 24.5 diarrhea 37.5 heavy bleeding
9.0 motion sickness 24.5 aching in back 37.5 painsin the heart
9.0 body feels cold 24.5 bloody stool
9.5 toothache 24.5 bleeding from nose

10.0 weakness 24.5 pains in the chest

10.9 aching joints 24.5 colic pains

10.9 chills '25.7 earache

10.9 stomachache 26.9 coughing up phlegm

10.9 nervousness 27.1 swelling

10.9 dizziness 27.8 stretched veins

10.9 lack of appetite and nerves

27.8 unable to walk

model of treatment choice described in Chapter Six—it is the level
of gravity perceived and reported by the informant that is em-
ployed. What we need some assurance of, then, is that when in-
formants describe an illness as chica or peligrosa, these terms refer
to a relatively stable and shared scheme of gravity classification.
This assurance is provided by the fact that in the present study,
although the content of the classes sometimes varied, their basic
structure remained quite constant; informants invariably formed a
small, and usually like, number of gravity classes and described
these classes in much the same ways.

2. What are the general principles used to assign particular symp-
toms to these classes? Perhaps most salient is whether or not the
symptoms indicate a potential or direct threat to life. It was fre-
quently apparent that informants were using the following sorting
criterion: nonserious symptoms clearly do not threaten life. Moder-
ately serious symptoms similarly do not indicate a life-threatening
condition, but such symptoms on occasion have been precursors of
conditions that were ultimately fatal. Grave symptoms represent
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conditions that may directly result in the victim’s death. The fol-
lowing excerpts from one interview illustrate this reasoning and
also point out some other considerations involved in judging the
seriousness of an illness.

Nonserious (sore throat) :

Q Sometimes people say that they have . . . a sore throat. Does
this indicate much gravity?

A This is also . . . just a passing thing. One keeps going on with
this. Maybe others . . . but us, we just keep going when we have
this. Sometimesit’s just because you drink cold water when you'’re
warm . . . it goes here [indicates first level].

Moderately serious (not being able to eat)

Q Sometimes people say that they’re not able to eat, that they just
can’t eat anything. Is this a thing of much gravity, or not so
much?

A Yes, sometimes you just don’t have any desire to eat, and other
times, you eat something, and just throw it up. It just doesn’t
agree with you—you can'’t take it. .

Q So when it’s like this, is that regular, or grave, or just a little thing,
or what?

A Yes, it’s, well, serious . . . I mean you're sick all right . . . it’s
natural for us here . . . it’s something that keeps advancing,
advancing. One doesn’t die of this, but by and by it’s advanc-
ing . . . it’s debilitating the person. '

Q Then does it go here [indicating third level] or here [indicating

"~ second level]? '
A T think here [indicating second level].

Grave (pains in the heart)

Q Sometimes people have heart pains, pains right in the heart. Does
this indicate much gravity?

A Always, yes . . . by all means, yes. It’s inside, really inside. I
mean, it’s the heart!

In judging the seriousness of an illness, Pichatarefios also con-
sider the degree of incapacitation. As in the case of the symptom
“sore throat,” the fact that one “keeps on going” and does not re-
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main in bed!® or forgo normal activities usually goes along with a
judgment of nonseriousness. Moderately serious symptoms, on the
other hand, usually do involve a curtailment of normal activities;
routinely the victim remains in bed and observes dietary restric-
tions. Conditions judged grave, as one might expect, always involve
a complete suspension of activities.

Elevated body temperature occurs with many illnesses, and
Pichatarefios regard it as a direct indicator of the extent of the hot-
cold imbalance in the body. Two symptoms included in the card-
sorting task related to temperature: calentura and fiebre. Both
terms may be translated as ‘fever,” but fiebre by definition indicates
an extreme fever, and all informants considered it grave. (Fiebre is
listed as ‘high fever’ in Table 3.1.) In rating the symptom calentura,
however, all five informants explained that its seriousness would
depend upon how high the fever is. When fever does occur, then, the
gravity attributed to the illness is almost always directly related to
the degree of heat detected, and may range from nonserious to
grave.l’

The extent to which a given symptom is thought to interfere with

"a vital bodily part or process is also significant in these judgments.
Thus breathing difficulty is grave, as are severe vomiting?® (inter-
feres with the provision of fuerza), and heart pains and bleeding
(interfere with the distribution of fuerza). The reason that Picha-
tarefios regard some symptoms, which the observer might initially
consider nonserious (such as backache) as moderately serious be-
comes clear when we understand what the symptoms represent in
terms of the local view of bodily structure and function.

The gravity which will be attributed to a condition involving
pain is directly related to the level of discomfort. The locus of pain
is especially relevant. Pains located deep inside the body (see above,
“pains in the heart”) are considered more serious than those occur-
ring at the surface or in the extremities. Most surface symptoms are
regarded as nonserious, since they are unlikely to indicate interfer-
ence with important parts. Thus common eye problems and skin
disorders are nonserious, unless they are judged to indicate a
deeper-lying dysfunction (such as “red spots on skin,” which indi-
cates excessive heat within the body).
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THE DISTRIBUTION OF TYPES
OF ILLNESS

The system of folk medical knowledge described here should be
viewed within the context of what constitutes a typical occurrence
of illness in Pichétaro. With what frequencies, then, do Picha-
tarefios invoke the different principles of illness causation and eval-
uation when illness strikes? Data on this issue come from a set of
illness case histories collected from a representative sample of
Pichataro households. Over a six-month period, sixty-two house-
holds were visited on an approximate biweekly basis and records
made of each illness occurring among its members (details of the
case collection procedures are given in Appendix A). These data
were collected primarily to obtain a body of independent cases with
which to test the model of treatment decision making (see Chapter
Six), but they may also serve to provide a summary view of the
incidence of illness in Pichataro.

Table 3.2 lists the twenty most frequent illness types among the
323 cases recorded. In those instances where the diagnostic label
used to refer to the condition changed in the course of the illness,
only the ultimate diagnosis is included. In all cases, these represent
the informants’ designation of the illness. Most of the types listed
have either been described elsewhere in this chapter or are largely
self-explanatory; while a detailed explanation of each therefore
seems unnecessary here, a few comments are in order. Calentura is
generally used to designate gripa-like conditions which are mild
and involve primarily an elevated temperature. Diarrea, or deposi-
clones, is a milder form of intestinal upset than disenteria; the lat-
ter diagnosis depends upon the presence of blood in the stool.
Anginas may stem from excess heat in the upper part of the body,
and may also result from “not crying when you feel like it.” Punza-
das involves sharp pains around the temples or in the inner ear,
which are thought caused by “airs” which have penetrated the
head. Fogazo is a general condition of excess heat in the body, and
commonly breaks out in the form of sores on the lips. T0s ferina is
an illness “of a term”—it is thought to last forty days, and affects
only children.
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Table 3.2. The Twenty Most Frequent Illness Types in the Case Collection

Sample :
Type and English gloss Percentage of total cases
Gripa (‘cold, ‘flu’) 22.9
Calentura (a ‘temperature’) 9.6
Empacho (‘blocked digestion’) 4.6
Diarrea, deposiciones (‘diarrhea’) 4.6
Anginas (‘swollen glands in the neck’) 3.7
Bilis (‘bile’) 3.7
Sofoca del estomago (‘bloated stomach’) 3.1
Calor subido (‘risen heat’) 2.8
Muelas (‘toothache’) 2.5
Punzadas (‘sharp headache around temples’) 2.5
Enfermedad de corazén (‘heart illness’) 2.2
Disenteria (‘dysentery’) 2.2
Célico (‘colic’) 2.2
Vémito (‘vomiting’) 2.2
Herida (‘wound’) . 2.2
Latido (‘palpitations’) 1.9
Fogazo (‘fever sores’) 1.9
Sarampién (‘measles’) 1.6
Tos ferina (‘whooping cough’) 1.6
Mal de ojo (‘evil eye’) 1.6

The most common illnesses in Pichataro are gripa and calentura,
which together represent almost one-third of all cases in the sam-
ple. Included within this category, however, are conditions involv-
ing varying levels of gravity and resulting in a variety of choices of
treatment. The remaining two-thirds include a wide range of illness
types: in the complete set of 323 episodes, in fact, over sixty dif-
ferent diagnoses are represented. The ascribed cause of nearly 40%
of the cases involved external environmental agents, the most fre-
quently named being “the cold” and “airs.” Around 20% of the
cases were attributed to dietary causes, and almost 10% to emo-
tional causes. For a good number of the remaining cases, inform-
ants said that they did not know the cause or were not sure of it.
Over half (54%) of the cases were judged to be nonserious, one-third
were judged at some point to be moderately serious, and around
15% were considered grave. A third of all the cases involved victins
less than five years of age—about twice that expected on the basis of
the proportion of individuals of that age group in the total popula-
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tion. Illnesses were reported for the remaining age groups in propor-
tion to or below their representation in the population, with the
exception of the thirty-five to fifty-year age group, which is over-
represented by about 40%. Fewer cases were reported for males

" than for females, although the difference is not great. In duration,

30% of the illnesses lasted three days or less, 46% persisted for be-
tween four days and a week, around 12% for one to two weeks; the
remaining 12% lasted for over two weeks. (Data on the treatment
choices to which these cases led are summarized in Chapter Six.)

Thus far, a primarily descriptive approach has been taken in our
treatment of the Pichdtaro system of folk medical knowledge. The
next chapter adopts a more formal perspective on this system. We
will consider a set of beliefs about illness and a set of terms used to
describe different illnesses, employing a procedure that allows'us to
discover the more inclusive categories of illness inherent in these
data. Examination of the features distinguishing these categories
yields useful insights into the general principles of categorization
and also suggests some of the links between what people in
Pichataro believe to be true about illness and the actions they take
in response to it.
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The Structuring of Folk
Medical Knowledge

When people think about alternative actions for dealing with a

particular problem, they naturally often consider past ac-
tions In similar situations. We can assume that people with a par-
ticular illness will do the same. Classifications of illness then come
to be structured in terms of distinctions that are preparatory to ac-
tion. Determination of these distinctions is one way of gaining in-
sight into the relationship between medical beliefs and behavior re-
lating to illness. My intention in this chapter is to discover these
distinctions by formally analyzing a classification of illness types in
Pichéataro.

For many Mesoamerican communities the distinction separating
illnesses which are caused by excess “heat” from illnesses caused by
excess “cold” (see Chapter Three) has long been considered to be a
primary element in the classification of illness. In contrast, the
present analysis shows the “hot”-“cold” distinction to have consid-
erably less importance than certain other distinctions in account-
ing for the categories of illness present in the data.

' THE JILLNESS BELIEF DATA

The data examined here are from a standardized interview that was
developed and carried out as follows:! initially a number of inform-
ants were interviewed concerning illness beliefs and practices by
use of frame questioning techniques (see Metzger and Williams
1963) and open-ended questioning. These interviews provided state-
ments about illness that were then recast in the form of question
frames. The result was a large set of frames that involved a variety
of concerns and beliefs about illness as it is locally understood, in-
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cluding causes, cures, situations leading to illness, symptoms, con-
sequences, gravity, and types of victim. The frames are representa-
tive of the interests that lay people express when they talk about
illness. All illness terms that appeared in the interviews were also
compiled, and with the advice of two informants, I eliminated unfa-
miliar or ambiguous terms. I then constructed a preliminary ques-
tion matrix and pretested it with three informants. Frames that
these informants found difficult to interpret or that allowed dis-
parate interpretations were removed. The revised question matrix
was then administered to ten informants (six women and four
men), representing a range of occupations and aiges. The interview
was lengthy (over two thousand questions), and so each informant
was questioned in approximately hour-long sessions occurring over
several days. In the interview, each illness term was paired with
each question frame, and the informant was asked to reply as to
whether she (or he) agreed that the particular attribute contained
in the question applied to the given illness.

Results of the interviews were combined by recording as a “yes”
all attribute-term pairs for which the majority of informants (six or
more) responded affirmatively.? Several attributes that had low
variance across illness types (applying to nearly all or very few)
were removed at this point, and the final result was a 43 (attribute)
X 34 (term) data matrix, in which each cell contains an X (“yes”)
or is blank (“no”) (Table 4.1).

Table 4.2 gives the question frames and their approximate Eng-
lish translations. The word(s) italicized in each frame appears on
the data matrix. Similarly, Table 4.3 lists illness terms along with
their English glosses. The English terms are not equivalent to the
Spanish, but serve to summarize in a general way the nature of the
illnesses involved. As will be apparent, the terms and attributes
considered here are by no means exhaustive of Pichatarefio illness
beliefs—rather, they are presented as a generally representative
sample of them.
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Table 4.2. Question Frames

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

;Viene I . por una caida? (Does come
from a fall?)

;Cuando uno tiene

curarse? (When one has

things to be cured?)

;Se cae uno cuando tiene
whenonehas = 7)

iHay escalofrio con__~? (Are there chills with
7)

, tiene que tomar cosas calientes para
, does one have to take “hot”

? (Does it “knock you out”

;Hay dolores en el pecho con ? (Are there pains in the
chestwith .7
;{Duelen los huesos con

?)

? (Do the bones ache with

(Puede wvenir__ por una borrachera? (Can

come from a “drunk”?)
¢Cuando uno tiene calentura y se bana, se puede agarrar ... ?
(When one has a “temperature” and bathes, can one catch
P §
;Cuando se moja uno, se puede agarrar ? (When one gets
wet,canonecatch 7
(Viene__ . por descuido? (Does______ . come
from carelessness?)
¢Viene__ por el calor? (Does________~ come
from the “heat”?)
¢Bs__ = una enfermedad grave? (Is_______ _a

grave illness?)
;Puede venir
come from a fright?)

por un susto? (Can

(Viene__ - por un aire? (Does._________ come
from an “air”?)
¢Con____~ hay dolor en el estomago? (With

is there pain in the stomach?)
Con___~ hayunmareo? (With________ s there
nausea?) .
(Proviene_____ por no baharse ni cambiar la ropa? (Does

come from not bathing or changing your clothes?)

;Cuando tiene no tiene hambre? (Do you not have an

appetitewith ______~ ?)
;Puede curar con pastillas? (Can you cure
with pills?)
¢Con_____ haycalentura? (With___ s there

a “temperature”?)
¢Sepuedeagarrar _ por comer muchas cosas frescas? (Can
youget ___  from eating a lot of “cold” things?)
¢Con_____~ sale saliva espesa, flema? (With

does phlegm come up?)

The Structuring of Folk Medical Knowledge 85

23.

24.
925,

26.

27.
28.
29.
30.
31.
32.
33. -

34.

35.
36.
37.
38.
39.
40.
41.
42.

43.

;Cuando sale de un lugar caliente y entra en el aire frfo, se puede agarrar
2 (When you leave a warm place and enter into the cold
air,canyoucatch 7
¢Cuandounotiene____  no puede respirar bien? (When one
has____ ,can one not breathe well?)

;Puede venir por un coraje? (Can

come from anger?)

;Se agarra mucho aqui
tiempo? (Do they catch

cuando estd cambiando el
a lot here when the weather is

changing?)
(Noresistenbien - gente con muchos aios? (Do old peo-
plenotresist _~ well?)
;Viene _ _ por contagio de otras personas? (Does
come from contagion from other people?)
(Viene en el tiempo de calor? (Does
come in hot weather?) )
¢Viene_ porreposarenel suelo? (Does
come from laying on the ground?)
¢Con______ hay tos? (With is there a
cough?)
¢Bs_____ una enfermedad solamente de gente grande? (Is
_  anillness of just adults?)
¢Con____ duele la cabeza? (With ______ does

the head hurt?)

;Cuando uno tiene _-
curarse? (When you have
things to be cured?)

, tiene que tomar cosas frescas para
, do you have to take “cool”

¢Bs_._~~ una enfermedad solamente de los nifos? (Is
an illness of only children?)
¢Bs___ una enfermedad corta, no muy grave? (Is

_ = alittle illness, not very serious?)
_;,Se agarramucho __ cuando cae la aguita? (Do they catch
a lot when it “sprinkles”?)

(Con______ tiene que ir al doctor? (With

do you have to go to the doctor?)

;Sobreviene porelfrio? (Does__ come

from the cold?)

(Viene _ _por no comer a las  horas? (Does
~ __ come from not eating at the right times?)

¢Con____~ duele todo el cuerpo? (With

does the whole body ache?)

;Se pone uno debilitado cuando tiene

you weak whenyouhave = ?)
¢Con___ hay vémito? (With_____ is there
vomiting?)

? (Does it make

Note: Spanish frames reflect local usage.
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Table 4.3. Illness Terms

Medical Choice in a Mexican Village

1. Pulmonia preumonia
2. Sofoca del estbmago bloated stomach
3. Sarampién measles
4, Viruela smallpox
5. Enfermedad de brujeria witchcraft-caused illness
6. Anginas swollen glands in the neck
7. Enfermedad de corazén heart illness
8. Disenteria dysentery
9. Muelas toothache
10. Gripa grippe (cold, flu)
11. Broncomonia bronchopneumonia
12. Embolio a sudden grave attack that knocks the victim unconscious
13. Tos ferina whooping cough
14. Mollera caida displacement of a section of the top of the skull
15. Punzadas sharp headache around the temples
16. Cdlico colic, sharp stomach pains
17. Sarna itchy rash
18. Lastimadura sprains, strains, bruises
19. Agruras acid stomach
20. Calentura a temperature, mild fever
21. Empacho blocked digestion
22. Reumatismo rheumatism
23. Bilis bile, illness resulting from strong emotions ;
24. Almareos motion sickness !
25. Ataques attacks
26. Asma asthma
27. Latido palpitations
28. Mal de ojo ~ evil eye
29. Fogazo fever sores
30. Fiebre fever
31. Desmando, recaida relapse
32. Brongquitis bronchitis
33. Vémito vomiting
34. Calor subido risen heat
CLUSTER ANALYSIS

All of the data are shown in Table 4.1, but in this form the categori-
cal structuring of the data and the relationships among illness
types and their attributes are difficult to assess. I used cluster anal-
ysis to reveal these features.

Cluster analysis refers to a number of related statistical
classification techniques that take data units (in this case, illness
terms or illness attributes) and, ideally, group them into clusters so
that “elements within a cluster have a high degree of ‘natural asso-
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clation’ among themselves while the clusters are ‘relatively distinct’
from one another” (Anderberg 1973:xi). The extent to which a pro-
cedure results in such clusters depends upon the structuring inher-
ent in the data. Hierarchical clustering techniques produce repre-
sentations of the data units that are analogous to the taxonomies of
descriptive semantics (Burton 1972:560) and can be presented in
the form of tree diagrams.

The basis of categorization is judged similarity, and here similar-
ity is defined in terms of the sharing of attributes. I constructed a
matrix of similarity measures for all possible illness-illness and
attribute-attribute pairs on the basis of the number of attributes
the two members of each pair have in common. In concrete terms,
the measure reflects similarity in the patterning of Xs and blanks
for each pair of items in the data matrix. Each time two items share
the same attribute or both lack it counts as one unit in determining
the similarity score for that pair.3

The clustering procedure used is based on Johnson’s hlerarchlcal
clustering method (1967). This procedure takes as input the matrix

- of similarity measures for all possible item pairs and produces a tree

diagram in which any two items are joined in a cluster at the level
of their similarity. Figures 4.1 and 4.2 present the results of the clus-
tering of the illness terms and illness attributes and reveal a
significant structuring of the data. The scale running across the top
of each diagram represents the percentage of attributes shared. (In
Figure 4.2 the illness terms become the “attributes.”) Highly simi-
lar items (for example, grippe and temperature in Figure 4.1) are
grouped low (toward the right) in the diagram, whereas items with
low similarities are included in the same cluster only at high (to-
ward the left) levels. The result is a graphic representation of the
data that readily lends itself to interpretation.

If we examine the illness terms (Figure 4.1), the first major divi-
sion (between clusters I and II) appears to be between cold-like and
respiratory illnesses, and all other types. Cluster II then appears to
divide generally between illnesses affecting the stomach and gut,
and all others. Altogether nine clusters are distinguished within
major clusters I and II, including two (rheumatism and whooping
cough) that consist of a single illness type. I arrived at the nine
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clusters by setting a level of approximately .60 (on the scale at the
top of the diagram) as the cutoff for considering a set of terms as a
single cluster. One may, of course, consider the results as consisting
of from one to 34 clusters, depending upon the clustering level se-
lected. I used the .60 level since it provided what seemed the best
balance between the goals of achieving high within-cluster and low
between-cluster similarity. -

ATTRIBUTE CRITERIALITY

Our interpretation of the resultsis aided by taking the original data
matrix and rearranging the illness terms and attributes into the or-
der in which they cluster (Anderberg 1973:178; D’Andrade, et al.,
1972). This gives the distributional patterning of the data (Table
4.4) and aids identification of the attributes of a given illness clus-
ter. For example, illnesses in cluster 7 are associated, in varying de-
grees, with “hot” weather, chills, not coming from an “air,” “tem-
perature,” gravity, children, and so on. What may become apparent
upon further examination of the distributional patterning is that
some attributes are more significant than others in their relative
exclusivity to that illness cluster. Consider, for example, the rela-
tionship between the attribute children (“an illness only of chil-
dren”) and the illness types included in cluster 7, tabulated in Fig-
ure 4.3. In four out of five cases illnesses with the attribute children
are members of cluster 7. In other words, possession of this at-
tribute affects the probability of a given illness term falling in clus-
ter 7, to the extent that 80% of all terms having it are in fact in-
cluded. To consider all illnesses, however, and not just those having
the given attribute, it is also necessary to take into account the pro-
portion of illnesses within a given cluster that actually possess that
attribute. A simple measure called “criteriality” may be defined as
follows:5

criteriality of  number of illnesses with  number of illnesses with

att'ribute x for . attribute x in cluster - attribute x in cluster
a given cluster = total number of illnesses ~ total number of illnesses
with attribute x included in cluster
aZ

:(a+b)(a+c)
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This gives a measure of the importance of a given attribute in ac-
counting for cluster membership. For example, an attribute with a
criteriality of 1.0 for a given cluster would be possessed by all ill-
nesses included in that cluster and no others; an attribute of O crite-
riality would be possessed by none of the illnesses in that cluster.
Analysis in terms of criteriality distinguishes those attributes that
are characteristic of particular clusters from those that are more
general.

As an illustration, Table 4.5 shows the criteriality of all at-
tributes that apply to one or more illnesses included in cluster 7. It
is clear that what is primarily characteristic of the set of illnesses in
this cluster is their restriction to children.

Analysis in this fashion of the entire set of reordered data reveals
that a relatively small number of highly criterial attributes may be
isolated.¢ The first step in this analysis was to consider the two ma-
jor clusters (labeled I and II in Figure 4.1) and determine the most
highly criterial attribute distinguishing these two groupings. Then,
I determined, progressively, the most highly criterial attribute at
the next node (where cluster 1 splits from 2 and 3), and finally, the
most highly criterial attribute distinguishing clusters 2 and 3. The
same procedure was followed for cluster II. At each stage I calcu-
lated criteriality by considering the distribution of the attribute
only across the illnesses joined at that node. In only the first in-
stance, then, did I determine criteriality across the entire set of ill-
ness terms, since this is the only node at which the entire set is
joined. In each case, the highly criterial attribute reflects the pririci-
pal contrast between those adjacent clusters. Figure 4.4 gives the
results by superimposing over an outline of the illness tree diagram
the attribute found to be most highly criterial at each node. I have
indicated the criteriality of the attribute for the clusters joined at_
that node. »

To assess the model’s descriptive adequacy, I passed each illness
type through the chart and checked for the presence or absence of
each attribute encountered in its path. Of the thirty-four terms,
twenty-nine (85%) were correctly placed. For the data in general,
then, it appears that these highly criterial attributes do represent
important kinds of distinctions for comprehending the categories.
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Table 4.4. Distributional Patterning for Hierarchical Clustering
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Is member of Cluster 7

Attribute children applies

+ —

+ 4 1
a

- 1 28
c

34

Figure 4.3. Tabulating Attribute Criteriality

Table 4.5. Criteriality of Attributes Occurring in Cluster 7
Attribute Criteriality
Hot weather .05
A drunk .01
Careless .05
Hot remedy .01
Chills 212
Headache .01
Temperature 15
Bones ache .03
Body aches .01
Knocks out .05
Go to doctor .01
Lose appetite .04
Grave .08
Weakening .08
Contagious 12
Children’s illness .64
Little, brief .07
From a fall 13
Vomiting .03
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I (.91) When you get wet 0.0 11

' * youcancatchit — I
Comes

+  from — +  Get it from eating cold things —
contagion (.75) [{0.0}
(1.0} (0.0) + Itisagraveillness —
Is of __ Knocks you out + {71) (.02)
adults only when you have it
(1.0) (0.0) (0.0) {1.0)
— Isof childrenonly +
(0.0) (.83)
— Thereis a cough +
(0.0) (1.0)
1 2 3 4 5 6 1 8 9

Figure 44. Tree Arrangement of Highly Criterial Attributes

Before discussing their more general meanings, it may be useful to
examine Figure 4.4 in more detail.

The first attribute (wet) was selected as the most highly criterial
of a set of highly criterial attributes that generally correspond to
cluster E (Figure 4.2). It serves to sort out those illnesses that, in
folk understanding, have their source in unfortunate or inadvertent
contacts with environmental hazards, such as water, rain, moist
ground, cold air, and fluctuating weather. These agents, primarily
because of their cold qualities, impinge on bodily equilibrium and
create imbalances that result in illness (see Chapter Three). These
illnesses (cluster I, Figure 4.1) are then further distinguished as to
whether or not they are considered a result of contagion’ or are
restricted to adults.

Those lacking the attribute wet and making up major cluster II
are, in general, illnesses that, in contrast with those in cluster I, do
not result from contact with any external hazard. Rather, they are
regarded as primarily due to internally initiated conditions. These
internal conditions may involve excess “cold” or “heat” or may not
involve a temperature imbalance at all. Illnesses having the at-
tribute cold things may result from an excess of foods having a cold
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quality. It should be emphasized that these illnesses are caused by
ingestion of things that are not regarded as inherently hazardous,
but rather produce illness only when taken into the body in exces-
sive quantities or elseingested into a body particularly susceptible
to harm because of some preexisting state. These illnesses then con-
trast further depending on severity (those that knock you out and
those that do not).

The remaining clusters (6 through 9) are distinguishable first in
terms of gravity. Those illnesses regarded as grave have a rather
wide range of causes. They contrast primarily, however, in terms of
whether they are generally restricted to children. Whooping cough
(8) is a special case of children’s illness characterized by a cough.
The last cluster (9) consists of nonserious, brief illnesses.

Analysis of the illness classification in terms of attribute crite-
riality has yielded a set of characteristic attributes that contrast
significantly between categories. We can go beyond the specifics of
the model in Figure 4.4 and suggest the more general distinctions
they represent. These distinctions do not derive in any strictly op-
erational fashion from the model but rather represent a less formal,
more intuitive, explanation of the findings.

First, there appears to be an overall external versus internal lo-
cus of cause distinction, in which illnesses resulting from contact
with hazardous agents in the external environment contrast with
those resulting from internally initiated imbalances.® The division
between the two major clusters in Figure 4.1 reflects this distinction
quite clearly, as discussed above, and is represented by the highly
criterial attribute wet. The attribute cold things distinguishes those
internally initiated illnesses that come about through diet-related
imbalances from those involving other kinds of upsets. It is appar-
ent on other grounds as well that this external-internal cause dis-
tinction has a general significance. One informant, asked to charac-
terize the types of illnesses existing in Pichataro, responded:

There are illnesses according to the weather, that come from
changes of temperature, it may be the winter. . . . There is also a
class of illnesses that are personal illnesses, that are very particular
[individuall.
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He went on to explain that the weather often acts to “decontrol”
the body.

Pichatarefios see the external environment as containing a va-
riety of menaces to their well-being, which they must constantly
recognize and deal with. Rain and moisture are particularly promi-
nent ones. For example, we often observed people looking toward a
cloud-filled sky and commenting “much illness, pure illness.” When
we met someone on the street in rainy weather, a common response
to the greeting “What are you doing?” was “Resisting the water!”

In contrast, “personal” illnesses may come from, among other
things, improper or insufficient diet, anger, fright, weakness, or lack
of cleanliness.? Significantly, none of these causes involves the di-
rect action of some external agent, but rather derives from the fail-
ure to maintain a healthful internal balance: this informant spoke
of the relojamiento del cuerpo, referring to the need to regulate the
body, provide proper personal care, and maintain a proper emo-
tional state.

Thus there are two kinds of threats to a Pichatarefio’s well-
being: he must be able to recognize and defend himself against ex-
ternal threats to his health; and he must continually attend to his
bodily intake and emotional state to guard against upsets. His abil-
ity to identify sources of illness, however he may define them, is
important, and failure to do so has, in native theory, potentially
severe consequences for the accomplishment of the tasks and goals
of everyday life.

A distinction between external and internal causal conditions
has also been described as an important feature of folk medical be-
liefs in the Mayan area of southern Mesoamerica (Adams 1952;
Cosminsky 1977b; Douglas 1969). In these cases, illness is often ex-
plained as the result of an interaction between the two—an internal
condition (such as a heated state) that predisposes ‘one to illness,
and an external condition or agent (such as a cold rain) that precip-
itates the actual illness. Although Pichatarefios sometimes report
such interactions (see the example of Demetrio’s pneumonia in
Chapter Three), they more frequently attribute illness to a single
causal condition. To cite an internally initiated imbalance as the
cause of an illness is, in most cases, to assert the absence of any
significant direct external causal agent. This is not to say that an
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internal imbalance could not, ultimately, be due to the presence or
action of some agent external to the individual. For example, one
woman explained that her case of bilis (‘bile’) was due to strong
anger; this in turn was “caused” by a chance encounter with a bel-
ligerent drunk. Here, however, what was involved was not an in-
teraction between a predisposing internal condition and a precipi-
tating external condition. Rather it was a simple chain of causal
events. In general, native theories about levels of illness causation,
with each level requiring different sorts of treatment actions (see
Nash 1967), do not characterize medical beliefs in Pich4taro.

Second, Pichatarefios make a major distinction among illness
types on the basis of seriousness. Two of the attributesin Figure4.4
relate to seriousness (illnesses that knock you out and grave ill-
nesses). Other findings support this interpretation. (Chapter Six
- will demonstrate how the gravity of an illness is one of the most
crucial determinants of the strategy followed in seeking treatment.)
For nonserious illnesses, Pichatarefios generally use the available
treatment options in order of cost—the lowest first. For grave ill-
nesses, on the other hand, this ranking by cost is, ideally at least,
replaced by an ordering of treatment alternatives based on the esti-
mated likelihood of cure. The point emphasized by these findings is
that the seriousness of an illness is a consideration that has sub-
stantial significance for treatment decisions. Evaluation of a given
illness episode as serious carries with it important action impera-
tives (Fabrega 1974:114) and provides direction for actions aimed at
coping with the illness.

Third, some illnesses are distinguished according to the life stage
of the victim (Figure 4.4, clusters 2, 7, 8). While the majority of ill-
ness types considered may occur at any age, there are several for
which child-specificity was the most highly criterial attribute.
- What significance does this distinction have? In terms of treat-
ment, designation of a given occurrence as a kind of children’s ill-
ness (measles, smallpox, whooping cough, mollera caida, and evil
eye) carries with it important implications for the care that will be
provided or sought for the victim. The first three of these, illnesses
de término (‘of a term’), must simply be left to run their course.
Victims of these illnesses are cared for by being bedded down and
kept from the cold air (weakened persons are particularly suscepti-
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ble to “attacks” of air), but usually nothing more is given than a
household remedy to “refresh” the victim and ease the illness along
its course. Even though these are generally considered to be serious
and potentially life-threatening illnesses, categorization of an ill-
ness episode as being of this type usually precludes resort to either
medical or folk curing specialists. The following case illustrates this
point:

WhenSefiora__ ’s youngest daughter was eight days
old, she got measles. At first, it was just a lot of fever, and the baby
didn’t eat or do anything. The Sefiora didn’t know what to do, so she
took her to [a local practicante]. He gave her some medicine, but it
didn’t help. Then when she saw that the baby was all broken out, she
knew that it was measles and didn’t do anything else for it. She says
that the little girl was very, very sick.

The remaining two types of children’s illnesses (mollera caida
and evil eye) are amenable to treatment, but only with folk reme-
dies. Medical specialists are said not to know about these illnesses.
For example, out of thirty-three cases of mollera caida which were
recorded, in only three instances was any alternative other than
home treatment or a folk curer utilized. In the three cases when
medical personnel were consulted, they are said to have been un-
able to cure the illness. Strategies for providing treatment for ill-
nesses identified as a type of children’s illness, will be closely con-
strained, then, by these special considerations.

For other illnesses, young persons, especially preverbal children
and infants, are likely to receive more costly treatment and to be
seen by a curing specialist earlier than adults. Children are in gen-
eral thought to be less resistant to illness than adults, a belief rein-
forced by a relatively high infant mortality rate. The inability of
infants to verbalize their symptoms also appears to engender in-
creased concern in their relatives, which leads to earlier and more
frequent use of the higher cost treatment alternatives. In these con-
texts, the life stage of the victim is one factor in the assessment of
the seridhsness’of a given illness. The life stage distinction, then, is
one which has a general significance in the formulation of plans for
coping with illness.

Readers familiar with Mesoamerican ethnomedicine may be
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struck by only a moderate mention of the “hot”-“cold” distinction
in proposing an explanation for how the illness types have been
found to group. This distinction is widely reported as the central
feature of folk medical beliefs in Mesoamerica (Currier 1966; Foster
1953, 1967; Harwood 1971; Ingham 1970; Logan 1973), as well as a
primary classificatory principle for foods, plants, animals, and
other objects in the environment (Molony 1975; W. Madsen 1955).
It should be clear that in Pichétaro as well these are significant
concepts in beliefs about illness (see Chapter Three) and certainly
many of the question frames (Table 4.2) involve this principle.
However, analysis of attributes relating specifically to “hotness”
and “coldness” in terms of their criteriality has shown that overall

- the distinction does not accurately account for cluster membership.
Examination of the patterning of attributes across clusters (Table
4.4) reveals that “hot”- and “cold”-caused illnesses occur in both
major clusters (I and IT in Figure 4.1), indicating that this division
is not primarily along “hot”-“cold” lines. Similarly, within major
cluster II, the distinction between illnesses from eating cold things
does not partition the illnesses as being caused by “coldness” and
“hotness,” since for many of the types in this cluster these qualities
are either of minor importance or inapplicable. Again, this attribute
distinguishes between illnesses stemming from diet-linked imbal-
ances and those involving other sorts of internally initiated imbal-
ances. None of the nine smaller clusters were found to be primarily
characterized by one or the other of these qualities.

If the above classification does in fact relate to the kinds of dis-
tinctions that are impoftant to Pichatarefios when they must deal
with illness, why has the “hot”-“cold” distinction not been more
apparent? This distinction is primarily a theory of illness causation.
Particular illnesses are defined in terms of the nature of the upset
assumed to be involved—for example, excess “heat,” excess “cold,”
displaced “heat.” However, most people are also interested in the
conditions and situations that lead up to these states of disequi-
librium, so that they may avoid them, and in their consequences (in
terms of discomfort, danger to life, and impaired abilities), so that
they can take appropriate steps to deal with them. It is to these
considerations that the classification relates. D’Andrade, in his
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analyses of Mexican and American illness beliefé, has made clear
this disjunction between features that serve to define particular ill-
ness states, and those that are most important in accounting for
how people actually categorize illness (D’Andrade 1976; D’An-
drade, et al., 1972). Presumably if the present study were to be
done exclusively with native curers, the resulting categories might
much more consistently relate to specific etiologies. In the United
States, for example, the ways in which physicians categorize illness
differ substantially from those of the population in general. The
same illnesses are dealt with by different kinds of people and with
different purposes, and therefore the distinctions vary.

A Pichatarefio would certainly consider the “hot” or “cold” qual-
ity of an illness in choosing what remedy to administer during home
treatment. However, the more general decision as to whether or not
to attempt home treatment, rather than consulting, say, a local
curer or a physician, would depend more upon considerations such
as the seriousness of the illness and the life stage of its victim.

Thus, the distinctions that best explain the illness categories ex-
isting in the data are also among the more important consider-
ations involved in actions aimed at preventing and alleviating ill-
ness. Classifications based primarily on etiological principles (such
as the “hot”-“cold” theory) do not necessarily reflect the types of
knowledge most significant for purposive activities concerned with
illness (contrast G. Foster 1976). The methods described here are
useful, first, in determining categorical relationships inherent in ill-
ness belief data, and second, in suggesting the distinctions underly-
ing these categories.

Earlier I pointed out that this study is concerned both with what
people in Pichataro believe to be true of illness, and with those in-
stitutional arrangements and individual decision-making processes
that determine what they do about illness. The previous chapter
described the basics of medical belief in the community, and this
chapter has demonstrated that the structuring of illness beliefs
tends to conform with how this knowledge is used in purposive ac-
tion. In the following chapters we will consider the range of possible
courses of action that may be taken in treating illness (Chapter
Five), and how these choices are made (Chapter Six).
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Alternatives in Treating
Illness

T he present set of options available to the people of Pichataro in
treating illness is the product of several traditions. Some treat-
ment alternatives are largely indigenous—grounded in medical
principles introduced by the Spanish beginning in the sixteenth
century. Others represent, and are controlled by, the dominant na-
tional society, and their accessibility is determined by factors be-
yond the control of the local community. Still others appear to
mediate between these two traditions. This chapter describes the
therapeutic options largely from the perspective of the local com-
munity. We will examine the features of each alternative and their
significance for treatment decisions. In the final chapter we will re-
turn to the issue of extra-community determinants of the health-
care decision-making process.

As T mentioned in Chapter One, previous studies of the utiliza-
tion of treatment resources in situations similar to Pichataro’s have
tended to conceptualize the process as involving only two choices—
folk and modern medicine. Pichatarefos do in fact recognize such a
contrast when they distinguish between those alternatives involv-
ing remedios caseros (“folk remedies,” literally ‘household reme-
dies’) and those involving remedios médicos (‘medical,” or ‘doctors’
remedies’). It is clear, however, that there are a number of other
ways in which treatment alternatives contrast, and these may of-
ten have an even greater significance in treatment decisions. More-
over, in Pichataro people recognize more than one alternative in-
volving modern medicine, and the considerations leading to the
choice of one as compared with another are quite different. The
same is also true of those alternatives involving traditional medi-
cine. 1t is apparent, then, that a necessary initial step in the study
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Ways of Curing
a, Ways involving a, Ways involving
folk remedies medical remedies
b, Folk b, Self- . .
curers treatment 3 Practicantes b, Physicians
¢, Curanderas ¢, Witches G Private ¢; Government
: physicians physicians

Reguér\

d, private d, Specialists
physicians

Figure 5.1. The Pichétaro View of the Available Treatment Alternatives

of treatment choices is an understanding of what Pichatarefios
view as the major available alternatives for the treatment of illness.

Figure 5.1 depicts the principal ways of curing that informants
recognized and used. At the most general level is a distinction be-
tween ways of curing that involve folk remedies and those that in-
volve modern medical remedies. Those involving folk remedies
%nclude both self-treatment and local curers of two types. Those
involving modern medical remedies include physicians of several
types, practicantes, who are local nonphysician practitioners of
Western medicine, and,l again, self-treatment. We shall consider
each of the alternatives included in Figure 5.1.

These materials were obtained in a variety of ways. We used for-
mal interviews to determine the perceived treatment alternatives,
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how these are classified, their main characteristics, and the bases
upon which people evaluate them. Practitioners of each type in
town were interviewed, some quite extensively. We made visits to
government-run health facilities in P4atzcuaro, Uruapan, and Ario
de Rosales, and interviewed members of their staffs concerning
services available to the people of Pichadtaro and-the extent to
which townspeople used these facilities. A good deal of data, how-
ever, were collected less systematically and represent comments
made during informal conversations with many residents, often in
course of case collection visits (see Appendix A). The organization
of the chapter follows a progression from self-treatment, to those
treatment alternatives available locally, and finally, to those re-
quiring travel outside of town.

SELF-TREATMENT

Usually the first, and by far the most frequent response to illness in
Pichataro is to attempt home or self-treatment.! In doing so people
have at their disposal a wide variety of remedies, including both
traditional herbal remedies and commercially produced types, as
well as a considerable store of knowledge concerning their use. Self-
treatment may thus involve either remedios caseros or remedios
médicos.

Many herbal and other plant-derived remedies are known and
used in Pichétaro. Informants, when questioned about them, often
in just a few minutes could list twenty or thirty different remedies
and the illnesses for which they are used. Womien, especially, have
detailed knowledge in this area. The effect of folk remedies is fre-
quently explained in terms of their “hot” or “cold” quality (see
Chapter Three), which acts to correct a bodily imbalance. Other
qualities, such as bitterness or repugnance, are also recognized and
said to be essentialin the treatment of certain illnesses. Often, how-
ever, there is apparently no specific theory of how a given remedy
acts to cure a specific illness, other than the fact that it has been
considered effective in the past. One man explained:
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We know so much about caseros because in the past there were no
doctors or pills here. The people couldn’t go to doctors then because
they didn’t know how to speak Spanish. So our ancestors made ex-
periments, and found out which plants and herbs worked for what
illnesses. Now we know them because of their experiments.

In many cases, then, there is no elaborate calculation of the specific
relationship between the illness state and the quality of the remedy
(such as a “hot”-caused illness, therefore a “cool” remedy), but
rather an empirically based matching of particular herbs and ill-
nesses that is both learned as part of the cultural tradition and ac-
quired through personal experience.

Herbs may be prepared either for ingestion or for external appli-
cation. To take internally, one boils the appropriate ingredients in
water for a length of time, and then drinks the infusion. For exter-
nal use, one prepares the herbal materials similarly and then rubs
the liquid on, or else applies the herbs themselves to the appropri-
ate part of the body.

Most medicinal plant materials are gathered in town or in the
surrounding fields and forests. Some types, such as manzanilla
(‘chamomile’), used for stomach upsets, are commonly cultivated
on houselots. There are a few women who keep on hand a variety of
herbs for sale, usually in conjunction with a street-corner vegetable
stand. Unusual local herbs, herbs not native to the area, and other
kinds of medicinal materials such as certain tree barks, are avail-
able from vendors in the Patzcuaro market. In some instances peo-
ple make special trips to towns in neighboring valleys to obtain par-
ticular medicinal plants known to grow there.

In addition to herbs, other substances are sometimes used as
remedies. The following list, from case records, gives an idea of the

- variety: alcohol with salt (for colds and hangovers), one’s own sa-

liva (for risen heat), urine (for sharp stomach pains), toasted opos-
sum (also for stomach pains), salt (for colds), tomatoes (for swollen
glands in the throat), a red cloth (for heart illness), burro’s milk (for
whooping cough—best if from a black burro), skunk liver (for pneu-
monia), bread dough (applied to the cheek for toothache), a copper
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coin (for headache), pig feces (for blocked digesti(.)n), and onlofr;is
(also for headache). This is only a partial list, but is pgrhaps sut
cient to make the point that for Pichatarenos the range of mate-
i i ] i ing is wide indeed.
rials potentially useful in curing 15 Wi ‘
’ Ot}?er methods used in home illness treatment do not involve the
‘ cinal substances. A common t.re:ilt—
ment for mal de gjo (‘evil eye’), for examp.le, is to “c.lean tl?e Tnctn.g
by brushing his or her body with old, dirty clothing. ;Il‘hls is Sill
“jrritation” 1sing the illness. Mollera caiaa
to remove the “irritation” causmg
(“caused” by a dislodging of the top of thef skull—see thafp;clir
Three) is treated mechanically either by pre551.ng on the roo 'o e
mouth in an attempt to rise the displaced section or by sucking on
the depressed area of the scalp.

i i treatment,
‘tional folk remedies used in home :
A B e en ally produced remedies

‘application or ingestion of medi

1 fi lso use a number of commercl .
f(ii}il ?rtlalf)eci(;ss:ores. 1 inventoried the medjcine.stocks of twotstoris,
‘one had available twenty-four different remedies, the o‘cher1 wen v:::_
These included aspirin tablets of various types, rubs, cap§u 'es, pto .
ders, salves and other patent medicine§, as well as pre.zscrlpgli)an-‘C Z;;()) :

drugs (widely sold over the counter) hk‘e Terramycin an . noS -
vioform. These remedies ranged in price from fifty .cenb av s
about three pesos. Most households seem to have favorite ra;r} o
remedies, and relatives and friends often recqmmend a pazlr' 1c1:n i
tablet or pill. These remedies are usually classified as ge:lne Lﬁ:ving
dicos (‘medical’ or ‘doctor’s remedies’), but are regar ;- as édico_s
considerably less “strength” than thfa .types of remedios mdeine)
employed by practicantes (lay practltlo.ners of m.odern menerauy
and especially by physicians. Commercial remed_leslare ged pore
thought to cure through the same processes as h(irba rerne}:)roal,dly
example, because of their “hotness” or “coldn.ess, or morte : thé
in terms of the strength that they contain to co‘u’n ?racal e
strength of the illness. Therefore the use of,' say, aspirin .or 2 coe
instead of a traditional remedy usually ?ndlcates no reor.lsn ation
of the user’s beliefs concerning how the 111nes§ f)cculrs or1l ste foct
on the body. The increasing use of patenf; medlcl'nt‘as in receizl (iy Pi_,
then, is consistent with the pragmatic, empirical attituae

Alternatives in Treating Illness 107

chatarefios have toward illness treatment. In fact, people some-
times refer to their treatment attempts specifically as “experi-
ments,” as in the explanation I have quoted.

Most townspeople are quite interested in illness and in learning
about new ways to treat it. In attempting self-treatment it is com-
mon practice to seek out the advice and suggestions of relatives and
neighbors. Some people also have small “medical” guides—usually
oriented toward herbal curing—to which they refer. A copy of
Werner’s (1975) book Donde no hay doctor (a medical and first-aid
guide for rural Latin Americans), which we circulated during the
return trip in 1977, sparked considerable interest and several re-
quests for copies.

Self-treatment involves more than just the preparation and ad-
ministration of an appropriate remedy. Considerable effort also
goes toward protecting the victim during the period of general
weakness brought about by the illness. For example, with illnesses
involving a fever, the victim, especially if a child, is carefully
bundled in blankets to protect him or her from harmful “attacks”
of cold air, to which he or sheis thought particularly susceptible. In
less severe cases, the head alone may be covered with a cloth or cap.
Some illnesses call for the avoidance of certain foods, so as to not
add to the “hot” or “cold” imbalance. Qther family members may
also observe certain restrictions. We observed one case in which a

woman, upon arriving at her home after a trip to Patzcuaro,
stopped for a few minutes to “cool off”” before entering the room in
which her sick husband lay. She explained that to come near while
she was still warm from the exertion of the trip would have en-
dangered him. In another case, a woman scolded her younger sister
for coming to see her sick infant so soon after the sister had re-
turned from a visit to the cemetery. In serious cases of measles in
children, the father is expected to suspend normal work activities
outside of the home and to stay close to the child. His absence at
such a time is said to greatly endanger the child.

Thus, an occurrence of illness is of concern to-the whole house-

hold, and most of its members are in some way involved in its treat-
ment. There are, however, recognized limitations on what may be
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accomplished through home treatment, and 1t sorn.etimes beco.me;s
apparent that a specialist’s knowledge and remedies are req(;nre .
In these cases a number of courses of action may be followed.

FOLK PRACTITIONERS

Curers

Curanderas (‘curers’) are persons skill.ed in .the use of fotk
remedies in treating illness, who provide their se1:v1ces fOI: 1 fie .o
others. There are at least fifteen such folk-curmg spem'a sts in
Pichétaro, although the exact number is dlfﬁcult to deteljrm-pe_ ;mclz
there is no formal recruitment to the curing role, and‘ 1nd}11v1 tuim
vary greatly in the extent of their involvement.. Whlle the ; ™
curandera may readily be applied to these specialists, more o °
they are simply referred to as “those who know how to curn.
Curers in Pichataro are almost exclusively' women, f'md are us;amz
middle aged or older, illiterate, and r}atlves of Pichataro. oWe
curers are also midwives, although thisis n.ot generally the _(j,ase.. :
interviewed ten curers, including three with whom we maintaine

inuing, in-depth discussions.
cor’?kllzurlr?agj’ority }I:ad mothers (and often grandrnothers) WOhO we}rls
curers, and said that they learned how to cure from them. n(.etw ¥
did not explained that her abilities grew out. of t}.le n(;cesi yher
treating the illnesses of her own numerous children; gra uadyulti-

skills had become known and sought by other‘ relatives arll i
mately by townspeople in general. Another claims to h-ivi ((aiatrheir
to cure from a book that was read to he1:. Severfil attr:i ’u he 2
curing talents to God, or said that they ¢ cul_'e with God’s .e pl.aIl
For almost all curing is not a full-time, n(?r paIt.mLi. . y
profitable, occupation. Only two appeared t(') derlve’ their 1v1r;}g1
mainly from curing. One explained that “you just don’t earn mtufor
with this.” Curers uniformly complain of frequent nonpaymen o
their services, and feel that people pay them much less'than w .a_
their efforts merit. The average payment for a cure, which may 1n
isits, is around fifteen pesos. .
Vogsrseer:etrisael ;;Tk herbal remedies almost exclusively. Occasionally
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they use ointments purchased in pharmacies in Patzcuaro, but
pills, capsules, and injections are not part of their treatments. They
consider herbal remedies as “natural,” befitting “natural” 2 people,
and more effective and safer than doctors’ remedies. Most curers
have their own special remedies, whose herbal ingredients they do
not reveal to the client. Many of the materials used are gathered on
the lands around Pich4taro, and those not native to the area are
usually purchased from herb dealers in Patzcuaro. _
Most curers will treat a variety of illness types, although there is
'de facto specialization since people tend to bring them some illness
types more frequently than others. In particular, curers tend to get
disproportionately greater numbers of cases involving gastrointes-
tinal disorders and emotion-based illnesses (in the local view of ill-
ness causation), and fewer numbers of cold and flu-like illnesses.
Curers also treat children and infants more frequently than adults.
Curanderas do not usually treat illnesses attributed to witchcraft,
although two admitted that they had on occasion. Witchcraft prob-
lems are generally taken to another kind of folk practitioner.

Two curers in Pichédtaro are specialized. One treats mainly burns,
using a special remedy of her own manufacture. The other, the sole
male curer of this type in Pich4taro, specializes in the treatment of
evil eye and sprained and twisted joints. He was never referred to as
a curandero, but simply as one good at curing these types of ill-
nesses.’

Curers’ reputations depend mainly upon the length of time they
have been active, and their overall record in successfully treating
the illnesses brought to them. Instances in which they have “cured”
people after unsuccessful treatment by a physician are particularly
significant; such cases are often recounted by people who wish to
emphasize the skills of a particular curer. Whatever the actual
therapeutic effectiveness of the treatments provided by curers, it is
clear that they both consider themselves, and are widely considered

by townspeople, to be sincere, honest, and often effective ministers
to the sick. ’
"~ The following excerpts from field notes, describing a particular
case and the circumstances surrounding it, illustrate some general
features of the curer’s practice in Pichétaro.
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Francisco G. mentioned that his eight-year-old daughter Lupe had
not been well for the past few weeks. She has little appetite, looks
thin, and doesn’t want to play very much. She apparently has had
mild diarrhea for a while, but she has been fairly active.

Yesterday afternoon we visited the G ’s again and Fran-
cisco mentioned that they had decided to “do something” about
Lupe’s condition. Up until now they had been giving her some pills
from Elias’s store, but they didn’t seem to be doing any good. That
evening they were going to take her to Francisco’s compadre Rafael
[a practicante who uses Western medical remedies] to see if he had a
medicine that would help her. After the visit to Rafael they would
stop by and see us.

When they arrived we were told that they had just come from
Francisco’s Aunt Juana, a well-known local curandera. I asked why
they had not taken Lupe to Rafael as they had planned. Francisco
said that he had talked to his mother about the illness, and she re-
lated a case that she had heard about. A woman had been troubled
by diarrhea for months and had gone to several doctors, all to no
avail. Finally she went to Dofa Juana and was cured. This case ap-
parently convinced Francisco that he should take Lupe to Juana
rather than to Rafael.

At the first visit, from which they had just returned, Juana applied
an herbal remedy to Lupe’s abdomen and told them to bring her
again the following morning. Francisco invited me to come along.

We arrived at Juana’s house at about eleven A.M. We seated our-
selves around the small hearth in the center of the room, while Lupe
sat next to Juana on the bed. She began to rub a remedy (water in
which various herbs had been boiled) on Lupe’s stomach and back.
Lupe giggled some as the treatment continued. Juana commented
that the child’s stomach seemed “less tight” than it had the night
before when she had given the first treatment. Lupe lay on the bed
with her dress raised, exposing her stomach. Juana kept a shawl over
the girl as she worked. . This was the extent of the actual treat-
ment, which took about ﬁve minutes.

Juana had explained that the illness was empacho (‘blocked diges-
tion’), and that its cure required three treatments. She emphasized
that after the third visit, to be made that afternoon, the child would
be cured. . . .

The remainder of our visit—another half hour or so—was mainly
spent chatting about Franciscos family. Juana’s knowledge of his
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relatives was encyclopedic, even though the kinship connection by
which he calls her “aunt” is quite distant. Juana also described other
cases that she had cured, many of them, she said, after the doctors
had been unable to help. Her daughter-in-law dropped in for a few
minutes, and told of how Juana has taken care of all her children’s
illnesses, and that not one of the ten has died. . . .

As we left, Francisco gave Juana five pesos and said that he would
give her more later. We also took with us a cup of the remedy, which
Lupe was to drink later mixed with bicarbonate of soda. Asked what
was in the remedy, Francisco said that he didn’t know—* only Juana
knows”—but he guessed that it had several herbs in it, all cooked to-
gether.

In further conversation after the session with Juana, Franciscoex-
plained that he has more faith in folk remedies. He said that doctors
can often harm you, by giving you too much medicine or the wrong
kind. He also mentioned that doctors are expensive, and if one
doesn’t have a lot of money they can’t be consulted.

Curers are not primarily known for their diagnostic skills but
rather for their knowledge of an appropriate remedy for the prob-
lem presented to them. Treatment proceeds in a relaxed and
friendly atmosphere, as the above case shows, with clear assurance
that the patient’s condition is improving and that he or she will
soon be well. Curers’ services are readily available and convenient.
The costs involved are low even by local standards, and payment
may be delayed if money is not available at the time of treatmerit.

An important attribute of the different classes of practitioners is
the extent to which their knowledge about illness varies from that
of Pichatarefios in general. This feature is likely to be significant in
decisions to use a given class of practitioner, and also has implica-
tions for understanding the basis upon which practitioners validate
their curing role. It is perhaps with the curanderas that this sort of
variance is least clear cut and obvious. When treating illness, curers
explain in folk terms easily understood by the client and provide
remedies having qualities appropriate to traditional beliefs. How-
ever, such a congruence of expectations does not necessarily mean
that both parties share exactly the same system of medical belief,
and indeed some variation is inevitable (see Wallace 1970). The re-
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sults of a study (presented in detail in Young 1979a) that investi-
gated the nature of variation in folk medical beliefs between curexrs
and lay persons provides some relevant findings.

The study was based on the responses of twenty Pichataro
women to a structured 396-item interview concerning their beliefs
about illness. Ten of them had been previously identified as active
folk curers, and ten were known not to engage in curing beyond
routine home treatment within their immediate households. I com-
pared the informants’ responses to the questions (phrased to permit
simple “yes”-“no” answers) and computed a measure of response
similarity for each pair of individuals. I then used multidimensional
scaling to arrive at a spatial representation of the pattern of in-
terinformant agreement. This analysis showed the curers to have a
pattern of close agreement. The noncurers proved much more
divergent in their responses, showing no tendency to greater agree-
ment among themselves than with the curers. The exceptions were
the middle-aged and older noncurers, who tended to approximate
the response pattern of the curers.

The results of the study show that, rather than two variant sys-

tems of traditional medical belief in the community, a lay and a
specialized, there exists a single system of beliefs common to both
lay and curer, with individuals varying according to their relative
agreement with this standard. Rather than validating their curing
function by commanding a specialized, esoteric body of knowledge
about illness and its manifestations, the curer’s practice in Pi-
chataro appears to depend upon specific skills In the implementa-
tion of a generally shared body of knowledge. Agreement with
specific beliefs appears related to the opportunity to learn this as-
pect of the cultural tradition. Curers, with their family back-
grounds and extensive day-to-day dealings with illness, have gener-
ally achieved a more highly patterned and consistent set of beliefs
than noncurers. But since these beliefs are not exclusive to curers,
greater agreement between the two may be expected as the age of
the noncurers increases, as indeed the results show.

These findings are consistent with a view expressed by inform-

ants on several occasions that curers are thought successful not be-
cause they have access to knowledge about illness and its cure that
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is unavailable to ordinary people, but rather that they have a spe-
cial skill in treatment. One man explained this in terms of “havir;
the band.” He said that two people can make the identical remed ;
but if one doesn’t “have the hand,” the cure won’t work, while if t}z,’
other “has the hand,” the cure will prove effective. , )
Because of this tendency for curers’ and noncurers’ medical
know}edge to dovetail, some people in the latter category, while ex-
pressing a strong commitment to traditional curing meth,ods infre-
que'ntly consult local folk curers. This results from a feeling t,hat in
their Qersonal experiences with illness and successful past attem’ ts
at cuTrmg within their own households, if their rémedies can’t cEre
the illness, the curer’s are equally unlikely to. Therefore, when
home treatment is unsuccessful in such households, it is mor:e likel
that tbese people will select some treatment alternative other thai
a traditional curer. For this reason, a decision not to use curers does
TlOt necessarily imply a rejection of traditional methods of treati
1llness or of traditional beliefs about illness.* "

Witches

Apart from the type of folk practitioners just discussed are
.those who specialize in witchcraft-related illnesses. Specifically of
interest are three Pichataro “specialists” whom people consult for
the cure of illnesses thought to have been brought about by witch-
craft (“good” witches). In contrast are others whose services may
b:: engag?d when one wishes to cause illness or other misfortune
(“bad” witches). A given witch (brujo, or hechicero) usually does
one or the other, but occasionally may do both.

The best known good witch in Pichataro is a middle-aged man
(ti\lfredo? who derives nearly his entire living from his curing activi-
ties. H<'e 1s a native of Pichdtaro, but spent many years away from
the region working in several large Mexican cities. He says that on a
‘r‘lumber of occasions during these years he became involved with

people who knew a lot of magic” and herbal medicine sellers, and
fro¥n these experiences he acquired a knowledge of curing He,now
resides permanently in Pichitaro with two young dauéhters A
good pa¥t, but not all, of Alfredo’s clientele comes from outside: of
town. His aid may be sought for a wide variety of purposes—such as
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solving marriage problems and locating lost possessions, in addition
to illness treatment—giving his practice a shamanistic flavor.
Superficially the treatments he administers are similar to those
given by curanderas, since they involve herbal remedies and
“cleanings” (limpias)—brushings with bundles of leaves and other
objects. There are in fact substantial differences, however, since Al-
fredo introduces a very heavy magico-religious component into the
treatment process, which is almost entirely absent in the treat-
ments that curanderas give. He provides prayer and chanting as
the remedies are applied, the room is filled with the smoke of burn-
ing incense, and several saints and other religious accoutrements
are prominently displayed.

In contrast with Alfredo, who was very open and enthusiastically
explained his work to me, the other two known witchcraft practi-
tioners in Pichataro were uncooperative and generally evasive. Al-
fredo claims to have taught both of them, and now complains that
they have become too involved in making money and charge too
much for their help. One of the two is an older woman whose curing
work is only occasicnal. The other is a man who lives with a
younger brother and his elderly mother. He is absent from town a
good deal of the time and is said to do a lot of curing in Zamora. He
recently built a large, and by local standards quite luxurious, house
and has apparently become relatively prosperous in his work.

People are generally skeptical about these practitioners and their
motives. Some accused them of being deceitful and “too lazy to do
real work.” Nevertheless witchcraft is real to many, if not most,
Pichatarefios, and almost all families with whom we became well
acquainted eventually related past instances of witchcraft-caused
illnesses and subsequent resort to such specialists. The overall fre-
quency of such cases in Pich4taro, however, is difficult to determine
because of the considerable sensitivity and ambivalence surround-
ing the subject. No doubt many illnesses in which witchcraft was
suspected were not reported as such. Typically, instances in which
witchcraft is believed involved are referred to obliquely, such as:
“Some people said that maybe it was the mala enfermedad, but 1
don’t know about that.”

The amount qf money charged by curers of witchcraft is quite
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high, regularly exceeding a thousand pesos. Undoubtedly, most
people find such an illness a considerable and lasting financial set-
back. This expense usually comes at a time when much had already
been spent on earlier, unsuccessful treatments.

Tllnesses attributed to witchcraft are sometimes treated by spe-
cialists in Cher4n, about an hour away from Pichataro by bus.
Cheran has a reputation as a center of witchcraft practice,® and
particularly troublesome or severe cases may be taken there if one
can afford it. Also, bands of gypsies (A#ngaros, literally ‘Hungar-
ians’) occasionally pass through town offering a variety of “ser-
vices,” including fortune-telling and witchcraft. Townspeople are
quite suspicious of gypsies, as we were able to observe on two occa-
sions, but in at least a few cases they consulted gypsies for
witchcraft-related illnesses.

Midwives

Although pregnancy and childbirth are often referred to eu-
phemistically in Pichataro as enfermedad, they are considered
quite distinct from illness. Nevertheless, midwifery is a significant
area of folk medical practice in Pich4taro, and some details may be
of interest here.

While some curanderas are also parteras (‘midwives’), this is not
generally the case. There are seven or eight midwives who regularly
attend births in Pichataro. Like the curers, most learned their skills
from mothers or other female relatives who were also midwives.

Midwives do much more than just attend the actual birth. Visits
to the future mother may begin weeks before the anticipated deliv-
ery. During these visits the midwife gives massages and advises on
diet and activities. Following the delivery, she visits daily for a week
or two, continuing the massages and making sure that the new
mother “gets well from the birth.” The midwife usually takes re-
sponsibility for treating any illnesses of the mother or child during
this period. It is here that there is some overlap in the midwife and
curer roles.

The main consideration upon which a given midwife’s reputation

~depends is whether or not women and infants under her care have

died. A mother’s death is particularly damaging in this regard. Two
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of the most respected and experienced midwives in town both re-
ported that no woman they have attended has ever died. Another,
however, who reportedly attended many births in past years, has
seen a drastic reduction in her practice since such a death occurred.

One of the younger and most active midwives in Pichataro has
begun to acquire a degree of official certification for her work.
Through the local Cultural Mission she was asked to participate in
a one-month course being given at CREFAL,S$ designed to teach
traditional midwives modern obstetrical practices. It is not clear,
however, to what extent newly learned methods have been incorpo-
rated into her work. She explained that often what the doctors
taught in the course contradicted her own understanding. She
never openly disagreed with them, however, but just resolved to
continue as she always had before. She is the only folk practitioner
in Pichdtaro who has made an attempt to acquire any sort of mod-
ern medical sanction.

We were able to get data on 256 Pich4taro births, most of which
occurred over the past twenty years.‘They were obtained from the
same sample of sixty-two households from which the illness case
histories were collected. Of these births, over 96% were attended by
midwives, and only 4% by physicians. Clearly childbirth is one area
of health care almost completely dominated by traditional rather
than modern medical practitioners. The reasons for this almost
universal preference for midwives over physicians appear to be cost,
convenience, and perceived quality and duration of care. The aver-
age fee charged by a midwife is around a hundred pesos, whereas a
hospital delivery in Patzcuaro attended by a doctor costs a thou-
sand pesos or more. Delivery at home is also much more convenient
and provides a familiar atmosphere in which traditional practices
relating to postpartum diet and activity restrictions may be ob-
served. As I pointed out earlier, midwives attend to the mother for
extended periods both before and after the birth, and provide con-
siderable reassurance and advice. With a physician-attended deliv-
ery, however, no such relationship exists. Contacts are brief, and
the period during which care is provided is much shorter.

Of those births occurring over the five years preceding this study,
which generally cqrresponds to the period of increased accessibility
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to Western medical treatment in Patzcuaro, 88% were attended by
a midwife, and 12% by a physician. This reflects some increase in
recent years in the number of doctor-attended births, but still a
heavy preference for midwives. In a number of cases the expectant
mother went to a physician in advance of the birth for an examina-
tion of her general condition and to get an idea of whether or not a
difficult delive;y might be expected. The actual births in these
cases, however, took place at the mothers’ homes in Pichétaro and
were attended by traditional midwives. In most cases of doctor:
attended births there had been an early indication of a difficult
.birth. It is hard to say with certainty, then, whether the somewhat
Increased proportion of physician-attended births in recent years
represents a growing trend, or rather a more stable patternin which
normal deliveries will continue to be attended by midwives, and po-
tentially difficult ones taken to doctors. In any event, it is likely
that traditional midwifery will continue to be an Important aspect
of folk medical practice in Pichataro for some time to come.

LOCAL WESTERN MEDICAL
RESOURCES

Although no physicians regularly practice in Pichétaro, there are
nevertheless several local sources of “scientific” medical treatment.
The main ones are: 1. a lay doctor; 2. a small dispensary operated
by the local Catholic nuns; and 3. the nurse-staffed National In-
dian Institute (I.N.I.) medical post. The principal distinction be-
tween the curers described in the previous section and these is, of
course, that the former use folk remedies in their treatments while
the latter use modern medical remedies. Those in the present class
0f~ curing specialists are usually referred to in Pich4taro as practi-
cantes (‘practitioners’).” All three practicantes claim to have re-
ceived some medical training and usually charge a fee for their
treatments. The average cost of a visit to a practicante is around
seventeen pesos, only slightly more than the average cost of a
curer’s treatment.

The most frequently utilized practicante at the time of the study
was also the only male (Rafael). He is a middle-aged native of
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Pichataro who has provided medical treatment for a number of
years. Rafael has an above-average education (nine years of school-
ing), but his only training in Western medicine was a year he spent
working as an assistant to a rural doctor. He describes this experi-
ence as a “course in nursing.” He also owns a number of medical
texts and first-aid guides, clearly displayed in his home, which he
sometimes refers to when people come for care. Before the con-
struction of the road connecting Pichataro to the Patzcuaro-
Uruapan Highway in the early 1970’s, Rafael’s practice was more
extensive than at present. However, he still provides a relatively

high proportion of the treatments involving Western medical reme- -

dies in Pichataro. Only a portion of his livelihood derives from his
curing work.

Rafael is frequently consulted in cases of gripa and other cold-
like illnesses, for which he almost invariably gives an injection. He
keeps on hand a variety of prescription-type drugs (which he appar-
ently purchases by mail) as well as at least one special tonic of his
own manufacture. Occasionally when he does not have a given drug
on hand he writes out its name (a “prescription”) and sends the
person to a pharmacy in Pdtzcuaro to buy it.

He attributes his popularity to the fact that he is a native of the
town and understands Tarascan. He says that older people espe-
cially prefer going to him rather than a doctor in Patzcuaro because
they can make themselves more easily understood using Tarascan.
Opinion on Rafael’s skills varies. Some people feel that he is the
equal of a physician, and even refer to him as “el doctor Rafael.”
Most, however, feel that he possesses more limited knowledge and
skills. Rafael seems to have unusually extensive compadrazgo ties
in all parts of town, and it is likely that his popularity as a compa-
dre choice is due in large part to the valued aid he can provide.

The same general type of treatment available from Rafael may
also be obtained from the local Catholic nuns, who maintain a
small dispensary in the convent adjacent to the church. One of the
three nuns has had a correspondence school course in nursing, and
all seem to have had some instruction in basic first aid and hygiene
as part of their training. They are less willing than Rafael to treat
illnesses that appear serious, and report that they often advise pa-
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tients to go to a doctor in such cases. While no records are kept, it
appears that children much more frequently than adults are taken
to the nuns. Fees are charged only to cover the cost of the medica-
tion, and at times there is no charge at all if the person says he or
she cannot afford it. The nuns consider their medical work as one of
the social services they provide to the community. None of the
three is a native of the area or knows Tarascan. The nuns are away
from town fairly often-—and absent throughout June, July, and Au-
gust for vacations—so their services are rather frequently unavail-
able. i

Another local source of Western-style therapy, and the only one
having any significant degree of official sanction and support, is the
I.N.I. medical post. This facility is located in one room of the town
hall, facing the main plaza. It contains an examination table (made
of planks and sawhorses), a few chairs, tables, limited examination
equipment, and a shelf holding a fairly large assortment of medica-
tions. Its scheduled hours are nine to two o’clock, and then four
until six. However, it was often observed to open late and not at all
in the afternoon hours. “Weekends” were occasionally expanded to

‘include both Friday and Monday. The sole nurse who staffs the

medical post was trained in a one-year practical nursing course at
the IN.I. Coordinating Center in San Cristébal de las Casas,
Chiapas. She was in her early twenties at the time of the study, and
is a native of a town on Lake Pitzcuaro. She is also on vacation
during the summer months.

The I.N.I. post is the only treatment alternative in Pichataro
which keeps records of patient visits. They show that around half of
all cases involved gripa (‘cold,” ‘flu’), with lesser numbers of cases of
anemia, diarrhea, wounds, coughs, and sore throats (these are all
the nurse’s designations). While such complete data are lacking for
the other two practicantes (the nuns and Rafael), there is appar-
ently no great difference in the types of illnesses treated by all
three. However, the age and sex distribution for the medical post
(Figure 5.2) suggests one probable difference. It shows that males
are treated here much less frequently than females.? Since children
are almost always brought by their mothers, only about an eighth
of all patient visits are by males old enough presumably to have
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Figure 5.2. Age and Sex Distribution of I.N.I. Medical Post Patients

come on their own. One informant explained that “the men go to
the man, and the women to the woman,” and indeed this does seem
to be the case. Men are apparently reticent to seek the advice of a
young woman, preferring to go to the nuns or, especially, to Rafael.
The nurse’s most frequent patients, apart from the children, are
other women of approximately her own age.

It isinaccurate to assume that practicantes operate totally apart
from the local system of folk medical beliefs and practices. Al-
though they use scientific medical remedies almost exclusively,
nevertheless, in varying degrees, they incorporate folk concepts
into their treatment practices and explanations of illness. Several
cases were recorded in which a parent took a child to a practicante,
only to be told tha‘t the illness was really mollera caida (‘fallen fon-
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tanel’) or mal de ojo (‘evil eye’), and could only be successfully
treated by a curer using folk remedies. Rafael frequently explained
gripa in terms of contact with “cold” and “airs.” The practicante
role is thus able to incorporate scientific medical remedies, which in
many cases are considered faster acting than herbal remedies, with-
out necessarily contradicting local conceptions of illness causation
and process.

In addition to practicantes, there are other types of personnel
who have occasionally provided Western-style medical treatment
in Pichitaro, or who perform an auxiliary function in such treat-
ment. Periodic visits of doctors have been arranged sporadically
over a number of years. Soon after the road was put in, the town
priest persuaded a physician friend to begin weekly visits. Appar-
ently few people consulted him, and his visits were reported to have
ended rather quickly. In 1972-1973 a physician practiced for a year
in Pichdtaro. He was a pasante, or recent medical school graduate,
fulfilling the social service obligation of all new physicians (and
other professionals) in Mexico. He held consultations in the same
facility more recently occupied by the I.N.I. nurse. The physician,
however, was under the auspices of the Secretaria de Salubridad y
Asistencia (the Ministry of Health and Public Assistance, abbrevi-
ated S.S.A.), and the post was designated as a C-class Health Cen-
ter (the most modest class of health center regularly staffed by a
physician). The amounts of money officially charged at this center
were fairly low, involving a consultation fee of a few pesos and a
discounted price for the medication.

However, the facility does not appear to have been very exten-
sively used. Few people reported having consulted with the doctor
themselves, although they said that he was “sometimes” used by
people they knew. Generally pasantes are considered inexperienced
beginners, and apparently there was no exception in this case. Also,
a few people hinted that the pasante might have “padded” the
charges made to patients. S.S.A. officials in Uruapan explained that
failure to restaff the Health Center at the termination of this
doctor’s stay was caused by the increased availability of transpor-
tation to Patzcuaro brought about by the new road. They appar-
ently believed that Pichatarefios now had somewhat easier access
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" to the much larger A-class Patzcuaro Health Center. Personnel
were thought best assigned to more isolated towns.

During our residence in Pichétaro in 1975-1976, a physician from
Morelia (the state capital) began making biweekly visits to town,
holding consultations in a private home. His availability was not
very widely known, however, and his services seemed at times to
entail considerable delay. In one case a woman suffering from bilis
(‘bile’) visited him. The doctor told her that he did not have the
appropriate medication with him but would bring it on the ne.xt
visit. He forgot it, however, and the remedy was ultimately deliv-
ered more than a month after the initial consultation.

Shortly before our departure in 1977, a fourth-year?® medical stu-
dent from the University of Michoacén in Morelia began spending
weekends in Pichataro in order to provide medical care. He came
sponsored by the LN.L Coordinating Center in Patzcuaro, which
also was to provide a stock of medications. The student’s expenses
were to be covered by a five peso consultation fee collected from
each patient treated. His presence in town had been formally ap-
proved (although with much delay) by the town authorities, and
his availability announced over loudspeaker setups on the day of
his arrival. At present it is not known whether these visits have con-
tinued, or what the town’s reaction has been. :

During 1977 a dentist from Uruapan also began making weekly
visits to Pichataro, operating out of a small room adjacent to one of
the principal stores in town. This was the first time that any sort of
dental care had been available locally, and it seemed well received.
Unfortunately no data are available on fees or on the number of
patients. The range of services was limited because of the lack of
facilities.

The Cultural Mission that resided in town in 1975-1976 and in
1976—1977 (see Chapter Two) included a nurse, but her activities
mainly involved teaching hygiene classes, and only incidentally
treating illness. The medications available to her were quite lim-
ited.

There are also a number of young women in Pichataro who have
hypodermic syringes and know how to use them. Many learned this
skill from either the present or previous Cultural Mission nurses.
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These women are not practitioners, for they neither prescribe medi-
cation nor take responsibility for the care of sick people. Rather,

. they simply provide their service, for a small fee, when the medica-
tion has been previously obtained (from a practicante, pharmacy,
or doctor) and must be injected.

Examination of the recent history of Western medical practice in
Pich4taro shows that the most frequently used practitioners have
been those whose abilities and limitations are known to townspeo-
ple through long-term personal experience. Formal training and
official sponsorship do not necessarily result in extensive use unless -
accompaniea by personal acquaintance. A practitioner must dem-
onstrate his or her skills, and it is this successful demonstration
that leads to a demand for services.-

MEDICAL RESOURCES IN PATZCUARO

Apart from the above sources of local treatment, Pichatarehos uti-
lize medical treatment in the town of Patzcuaro, located about an
hour away by bus. Patzcuaro has physicians in private practice, a
government-run health center, and pharmacies.

Of these the most preferred, but generally the most costly, is
treatment by a private doctor. There are five or six in Péatzcuaro
who are regularly visited by people from Pichataro; two are par-
ticularly well known. Pichatarefios prefer private doctors, as op-
posed to government-employed ones, because they generally have a
shorter wait and get a more elaborate examination. They are par-
ticularly impressed by stethoscopes, X rays, and laboratory proce-
dures such as blood and urine analysis, which they feel allow the
doctor literally to “see inside” one’s body to determine what is
wrong. Doctors in Patzcuaro are thus considered to be expert
diagnosticians, as well as specialists possessing powerful remedies.
They are, however, expensive. The average cost of a physician’s
treatment is around 150 pesos (the better part of a week’s wages for
a day laborer). In very serious illnesses, in which several visits are
required, the cost may exceed a thousand pesos. People therefore
consider the cost to be unpredictable and feel that they must be
prepared for the worst when they consult a doctor. The fact that
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they are paying for these services, however, makes most feel that
they have some control over, and the doctor some concern with, the
quality of the medical care.

A variety of medical services are also available at the Class A
Patzcuaro Health Center operated by the federal Ministry of
Health and Public Assistance. These facilities are housed in a mod-
ern building appropriately adjacent to the Basilica of the Virgin of
Health. The Center includes a general outpatient clinic as well as
specialized maternity and children’s clinics, services in dermatology
and dentistry, and a laboratory. At the time of our study, the staff
included a director, two pasantes or recent medical school gradu-
ates, two established P4tzcuaro doctors who worked at the Center
part time, several nurses, and other administrative and auxiliary
personnel. Physicians’ services were usually available from around
9 A.M. until 2 P.M,, five days a week. The Center collects a consulta-
tion fee of a few pesos, and charges at a discount for medications. At
times, however, the Center does not have a given medication on
hand, and it must be purchased at a pharmacy at full price. As a
general rule, a visit to the Center costs about half what a visit to a
private physician would cost for a comparable illness. Despite this,
the Center is used much less frequently than private doctors (the
ratio is about one to three) because people consider the treatment
there to be of lower quality. Visits usually involve a long wait, and
consultations are often said to be cursory, involving only a few
questions and no physical examination at all. People generally be-
lieve that all of the physicians at the Center are pasantes, and
therefore inexperienced and not “real” doctors. Sometimes they re-
ported that they had not seen a doctor at all, but rather a nurse
who had listened to their complaint, relayed it to the doctor, and
then returned with the medication.!® The fact that the doctor’s sal-
ary is paid by the government makes some feel that he is disinter-
ested In the outcome of the treatment. Thus, in terms of the stan-
dards by which Pichatarefios judge modern medical treatment, the
services provided at the Patzcuaro Health Center are deficient. Per-
haps the Center’s chief problem is chronic underfunding—a factor
well beyond the control of the staff.

Residents of Pichitaro occasionally go to pharmacies in P4tz-
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cuaro to buy medication with no consultation other than with the
pharmacist or clerk. The customer describes the symptoms to the
pharmacist, shows the problem to him if possible, and asks what
remedy would be “good” for it. In most instances reported, pharma-
cists provided a medicine, although at times they refused to provide
a remedy and advised the person to go to a doctor. Pichatarefios
most often use pharmacies in this manner in hopes of avoiding a
physician’s consultation fee; they may also be used for some less
serious illnesses, in which the problem is readily describable or visi-
ble. A few people seemed to think of pharmacists as a kind of doc-
tor, despite the significant differences in their styles of “practice.” 11

Another facility recently available to Pichatarefios, but as yet
little used by them, is the clinic at the National Indian Institute’s
Coordinating Center in Pdtzcuaro. The Center’s staff includes a
physician who, in addition to his other duties, conducts a clinic two
or three days a week. The Center opened in late 1975, and the medi-
cal services became available somewhat later. The existence of this
service was therefore little known in Pichataro at the time of this
study, although presumably some would have learned of it through
referral by the local I.N.I. nurse.

OTHER ALTERNATIVES

Several other treatment possibilities are sometimes chosen by resi-
dents of Pichataro, although with less frequency than those thus
far described. I include them to give a more complete picture of the
relatively wide range of possible treatment that may be adopted in
attempting to deal with an illness.

Other Sources of Western Medical
Treatment

In addition to physicians available in Patzcuaro, Pichata-
refios occasionally consult doctors practicing in the larger cities of
Uruapan, Morelia, and elsewhere. Some people seem to believe that
the skills and knowledge of physicians are proportional to the size
of the city in which they practice.!? Accordingly, when a doctor in
Patzcuaro has been consulted with no success, the next step, re-



126 Medical Choice in a Mexican Village

sources permitting, is often to consult a doctor in Morelia. In very
rare instances, wealthier Pichatarefios have resorted to facilities as
far away as, for example, the National Cancer Institute in Mexico
City. Pichatarefios distinguish between “regular” doctors and “spe-
cialists,” and it is to the latter that they resort in unusual circum-
stances. Interestingly, “specialists” are thought not so much as par-
ticularly expert in a certain branch of medical practice, but rather
as doctors more highly skilled and knowledgeable in general.

Another facility which recently became available to residents is
the Mexican Social Security Institute’s (I.M.S.S.) Rural Hospital-
Clinic in Ario de Rosales, a town located about an hour’s ride south
of Patzcuaro (and about two hours’ travel time, plus waits, from
Pichétaro). The Ario Clinic is part of a new L.M.S.S. program to
extend the availability of its medical services to rural campesinos
who would otherwise be ineligible to receive them.!? It is housed in
a new, modern building and offers a wide range of medical services
including surgery and hospital care. The most interesting feature is
that all services and medications are provided without charge.
Therefore, the only direct expense associated with the use of the
Clinic is the cost of transportation, which from Pich4taro amounts
to about thirty pesos per person, round trip.

The Clinic was first announced in Pichataro in late March 1976,
when a team of twelve employees of the I.M.S.S. visited town for
two days, signing people up to receive an identification card (the
card could also be obtained upon arrival at the Clinic itself). People
were generally willing to enroll in the program, although many
commented that the Clinic was a long way away. One common ini-
tial reaction was skepticism over the claim that the services were
indeed free. We first began to hear of people going to the Clinic
shortly before our first departure in August 1976.

During the return visit in the summer of 1977, we again surveyed
the sixty-two households in the case collection sample in order to
record illnesses that had occurred in the approximately one-year
period that had elapsed. We found that better than one out of every
five physician visits during that period had been made at the Ario
Clinic. There had, then, been a generally favorable response to the
introduction of this new treatment alternative. Doubts about the
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services being free had diminished as more evidence became avail-

“able. Even more significant, those who had used the Clinic gave an

almost uniformly positive evaluation of the treatment they had
received. In this instance many of the problems cited for the
Pétzcuaro Health Center had, to a degree, been overcome.

Another factor affecting use of the Ario Clinic is cost. Assuming
the ill person went with one companion, the transportation costs
involved are about the same as the average total cost for a visit to
the Patzcuaro Health Center (including the charges made at the
Center). In many cases, then, the costs of the two alternatives
would be about equal. However, an additional feature favoring the
Ario Clinic is that the cost is predictable: one always knows just
how much it will be. With the P4tzcuaro Center thereis always the
possibility of greater expense than one anticipates. Thus, a number
of factors seem to favor increased use of the new clinic. (Future
data on this will be useful in evaluating some of the conclusions in
Chapter Seven.)

Marginal Alternatives

Residents of Pichitaro sometimes purchase remedies from
medicine vendors and herbal remedy sellers in the market in
Pétzcuaro,'* and occasionally vendors pass through Pichataro in
carros de propaganda (loudspeaker-equipped cars or trucks). Their
products are often quite exotic (such as “bee poison with coyote
liver,” or “shark tablets”) and are promoted with elaborate “sci-
entific” explanations of their supposed effect on the body. These
people usually have a masterful knowledge of local folk medical be-
liefs and cast their presentations accordingly. In most cases, ven-
dors are considered as sources of remedies used in the home treat-
ment of illness rather than as direct providers of treatment. On at
least two occasions during this study, however, medicine sellers ar-
rived in town and announced their availability for consultations. In
these cases, the seller both provided a diagnosis of the problem and
recommended a course of treatment involving, of course, their rem-
edies. At times, then, they can constitute an alternative source of
treatment; although this is quite rare. Pichatarefios are fairly suspi-
cious of their claims.
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Spiritual advisors and assorted “professors” in Uruapan, Zacapu,
and elsewhere often advertise over radio stations received in
Pichataro, offering to help restore health and vitality. The extent
to which townspeople actually seek their assistance is not known,
but it is probably infrequent. The practice of spiritualism, reported
in other areas of Mexico (see C. Madsen 1965; Kearney 1977), is
virtually unknown in Pichétaro.

Occasionally, for particularly prolonged or serious illnesses Pi-
chatarenos may seek supernatural aid. Such requests usually take
the form of a compromiso (‘promise,’ or ‘vow’) made with a particu-
lar saint’s image, in which the petitioner promises to fulfill some
obligation, such as making a pilgrimage to the saint for a certain
number of years, in exchange for divine intervention in the illness.
The fulfillment of such a vow may involve arduous journeys on
foot. The Christ image in the church at Nuevo San Juan Parangari-
cutiro, south of Uruapan, is regionally famous for such requests.
Even more venerated by Pichatarefnos is the Christ of Caracuaro,
located in the hot country of southeast Michoacan, where a mas-
sive pilgrimage is made annually.

This chapter has described the basic features of the variety of
treatment options available to Pichatarefios. It has thus set the
foundation for the model of treatment decision making, which is
developed in the following chapter. In developing the model, we
will deal with four basic treatment alternatives: self-treatment,
folk curers, practicantes, and physicians. (These are the four “ways
of curing” in level b of Figure 5.1.) While the model will not deal
specifically with each alternative described in the present chapter
(including those at levels ¢ and d in Figure 5.1), it does essentially
encompass the entire range of available alternatives by considering
these four major categories.

6

The Choice of Treatment

The treatment of illness in Pich4taro involves choosing among
several alternatives, each differing from the others in a number
of ways. This chapter considers the process by which these choices
are routinely made. We have come to the central focus of the re-
search, and to where it departs most significantly from the majority
of previous studies of health-care utilization (see Chapter One).
That is, we are concerned not with correlates of the different out-
comes of this decision process, but rather with modeling the process
itself. We will specify the information that people consider when
faced with illness treatment decisions, the principles whereby this
information is used in making choices, and the relevant external
constraints. Underlying much of what follows is a concern with dis-
covering how people reduce this potentially complex cognitive task
to the point at which they are actually able to make a decision.
The working assumption is that there exists a more or less set,
and generally shared, natural decision-making process for the
treatment of illness that we can, in fact, discover. This assumption
is justified on several grounds. Illness is a recurrent human problem
with which nearly everyone must deal. Because it is recurrent and
because the consequences of “wrong” choices may at times be se-
vere, people usually develop and come to rely upon specific stan-
dards for making these choices (see Quinn 1978:219-220). Because
people characteristically seek others’ advice and communicate with
them about their decisions, the process through which they are
made is likely to be accessible through direct questioning. The sub-
sequent test of the model developed here will also serve as a test of
this working assumption.
Before describing the development of the decision model, let us
consider some basic features of the data it seeks to explain. These
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data derive from records of 323 illnesses that occurred in a sample
of sixty-two Pichitaro households. We visited each household on
an approximate biweekly basis over a six-month period and made
detailed case histories of each illness experienced by members of the
household during that period. (See Appendix A for details on the
case collection procedures.) None of the informants interviewed in
developing. the decision model was included in the sample house-
holds; these illness records therefore constitute an independent set
of data, whose primary role is to test the model.

Table 6.1 summarizes the cases according to the number of treat-
ment alternatives used in each. The largest number of illnesses in-
volved use of only one treatment alternative. Fewer, but still siz-
able, numbers of cases involved use of two or three sources, rarely
four or more. Very few reported cases involved no treatment at all
(although the tendency would be not to report these during the
case collection visits). In most cases in which people resorted to two
or more alternatives, their choices were sequential rather than con-
current. Simultaneous use of more than one treatment source did
occur, but most often a given treatment was carried out until peo-
ple felt it had failed. They often explained that a given treatment
was just not “cutting” the illness, or that “we could see that the
illness was too strong,” at which point they selected some new
course of action.

Since the unit of analysis here is each instance in which a partic-
ular treatment alternative was used, and since about one-third of
the cases involved use of two or more alternatives, the number of
choices to be accounted for exceeds the number of illness episodes.
The distribution of these choices across the four major alternatives

Table 6.1. Number of Steps in Treatment Sequence

Number Frequency Percentage

No treatment 4 1.2
One alternative 199 61.6
Two alternatives 80 24.8
Three alternatives 32 9.9
Four alternatives 6 1.9
Five alternatives 2 0.6

Total } 323 100.0
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Table 6.2. Distribution of Treatment Choices

Self-

Choice treatment  Curer  Practicante  Physician Other
Initial 232 24 31 23 9
Second 7 . 34 35 38 6
Third 2 9 6 21 2
Fourth 0 2 0 5 1
Fifth _0 0 0 2 0

Total 241 69 72 89 18 = 489
Percentage 49.3 14.1 14.7 18.2 3.7 100

(see Chapter Five) appears in Table 6.2. About half of the choices
led to self- or home treatment, with the other half fairly evenly
divided among curers, practicantes, and physicians (including the
Patzcuaro Health Center). A small number involved other sources.
These data show that the initial action taken in nearly three-
fourths of all cases is to administer home treatment. Informants
commented frequently that self-treatment is “always” the first
thing done for an illness. However, exceptional cases did occur
(about 25% of the time) that did not involve home treatment.

One important task, then, is to specify the considerations deter-
mining whether people choose self-treatment initially and, if not,
when they are most likely to choose each other alternative. A sec-
ond task posed by these data is the explanation of subsequent
choices of treatment when more than one is made in the course of a
given illness—which alternatives people choose under what condi-
tions, and their order of use. It is to these tasks that the model must
answer.!

DISCOVERING THE DECISION
CRITERIA AND PROCESS

The extent to which the considerations involved in people’s deci-
slons are accessible through direct questioning generally depends
upon how frequently communication about such decisions natu-
rally occurs.? In dealing with illness treatment decisions we found
that these decisions are usually made with a good deal of consulta-
tion and discussion with others. Indeed, current illnesses, and the



132 Medical Choice in a Mexican Village

steps being taken to deal with them, form popular topics of casual
conversations in Pichéataro, especially among women. A person
with sickness in the family may be called to while walking down the
street, interrogated in detail about the illness, and given sugges-

tions about remedies to try, or to whom to take the sick person.

Equally as often, people actively seek such advice. Within this set-
ting most people come to have definite ideas about what circum-
stances call for the use of a particular alternative, and can, as will
be apparent, readily talk about them when given appropriate ques-
tioning contexts.

The first step in constructing a formal model of the choice-
making process was discovery of the principal decision criteria. We
accomplished this by means of the contrastive questioning or
“paired comparisons” techniques suggested by Gladwin (H. Glad-
win n.d.). His recommendations are basically these: questions
should be contrastive rather than general (“When is it that you do
X rather than Y?”, instead of “How do you decide what to do?”);
and questions should exhaust all choice contrasts (all possible pairs
of alternatives) within the area of interest. Given the results of this
type of questioning, one should then be in a position systematically
to specify the range of considerations leading to the selection of
each of the alternatives. The extent to which choices unanticipated
by the model were then observed to occur in actual cases would
indicate the degree to which the model fails to provide a complete
account of the choice criteria involved. As the sole procedure for
the construction of a decision-making model-the paired comparison
method has some important limitations, which will be discussed
later. I found it, however, to be an extremely useful starting point
for the development of such a model.

The basic form of the questions was as follows:

If you or another person in your household were ill, when—for what
reasons—would you (consult) (use) ~ instead of
(consulting)(using) ___ ?

All possible contrasting pairs of alternatives were inserted in the
frame. Those included were the following (see Chapter Five): 1.
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self-treatment; 2. a folk curer; 3. a pharmacy (with consultation
only with the clerk or pharmacist); 4. a local practicante; 5. the
Patzcuaro Health Center; and 6. a private-practice physician. This
resulted in thirty questions (thirty-six possible pairs, minus the six

‘pairs in which an alternative is paired with itself). Note that each

pair of alternatives was presented twice (such as, “. . . home treat-
ment rather than a curer,” and later “. . . a curer rather than
home treatment”). The reverse ordering, rather than being redun-
dant, as it might at first appear, is actually a very different question
which led to the mention of additional considerations. Not all in-
formants were familiar with all alternatives, so in a few cases we
eliminated some questions from the interview.

The interview was completed with fifteen persons, eight men and
seven women, of varying age, occupation, and economic status. The
following excerpts illustrate the types of data that resulted:

(... when ... would you use a curer instead of home treat-
ment?)

Not everyone knows remedios caseros, and sometimes it’s neces-
sary to have a curer. make the remedy. It’s when you don’t know
which remedy will serve. If you know, from your experience, what
the remedy is, then you just make it at home. °

(. . . a private physician instead of the Patzcuaro Health Cen-
ter?)

When the illness is grave, and you want them to attend to it rap-
idly, regardless of whether it costs or not. When the cost is of no im-
portance, just as long as they attend to you. Sometimes you have to
wait a long time at the Center, and with the private doctors it costs
more, but they attend to you fast. You go when the illness is very
advanced and you have the money for it.

(. . . a practicante instead of a curer?)

Some people have more fe [faith, confidence]in the nurses. If you
try the caseros which you know are good for the illness and they
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don’t work, you don’t go to the curer to try the same thing again.
You go to the nurses to see if they can help you. They can cure gripa
faster. But if you have fe in the curer and know that she can cure the
thing, better to go there.

(. . . a private physician instead of home treatment?)

When it is very grave and you can’t cure it with caseros. Now
when people get something, and they can’t cure it at home, they go
running to the doctor because it’s mds seguro (‘more certain’) there.
But you have to have the money to go.

Each question directs attention to a specific contrast between
treatment alternatives. By considering all of the responses that in-
clude a given alternative, we may construct a relatively complete
description of the considerations that routinely lead to its use. The
special virtue of the pair-by-pair questioning is that it requires the
informant to consider all possible choice contrasts. One result of
this kind of exhaustiveness is that responses were often the same for
different pairs. For example, the reason for using home or self-
treatment instead of consulting a practicante is the same as the
reason for using home treatment instead of a private physician:
“when it’s not grave and you know the remedy forit.” This is not to
say that consulting practicantes and physicians are equivalent
courses of action, but rather that, in this case, the two alternatives
are ranked: if there is no need to consult a practicante because an
illness is considered easily handled at home, then certainly there is
no need to see an expensive physician. When one would consult a
practicante instead of a physician is another question.

Case histories of past illnesses and the treatment actions taken
were also collected from each of the fifteen informants participat-
ing in the paired comparisons interviews.? A list of some fifty illness
types was reviewed, and cases of each type that had occurred in the
informant’s household were recorded. An average of around
twenty-five cases was obtained for each of the households involved.
These data were used to check the validity of statements made in
the paired comparisons interviews through discussion of actual ill-
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ness episodes and the treatment alternatives used. The case histo-

ries were collected a day or two after the paired comparison inter-
view had been completed, and the responses reviewed. During this

second interview, any instances in which informants’ past actions

disagreed with their earlier explanation of how they made their

choices could be discussed and their explanation accordingly re-

vised or amplified.

A second purpose in collecting the case histories was to make
available data on the relative frequencies with which the six treat-
ment alternatives included in the interviews had actually been used
during the period covered. On the basis of these data, I decided to
reduce by two the number of alternatives included in the formal
model of choice of treatment. First, the use of pharmacies as pri-
mary sources of health care was infrequent, and in such accord with
the discussion of this alternative in Chapter Five, that it seemed
unnecessary to include it in the model. Second, the occasions on
which the P4tzcuaro Health Center was used were relatively infre-
quent and sufficiently similar overall to those in which physicians
in private practice were used to justify, for the purpose of the for-
mal model, grouping these two alternatives. Thus we are left at, this
point with the four primary illness treatment alternatives enu-
merated at the end of Chapter Five—self-treatment, folk curers,
practicantes, and physicians.*

Findings of the Paired Comparisons
Interviews

- Four criteria were consistently cited in the interviews as prin-
cipal considerations, particularly in the initial choice of treatment:
1. the gravity or seriousness of the illness; 2. the knowledge and ex-
perience possessed concerning the given type of illness and its ap-
propriate remedy; 3. the fe (‘faith,” ‘confidence’) one has in the
effectiveness of folk treatment and remedies (remedios caseros) as
opposed to medical treatment and remedies (remedios médicos), in
treating the given illness;® and 4. the expenses associated with some
alternatives and the availability of the resources to meet them. Of
the four, the gravity of the illness is the most general consideration,
since it is cited as relevant to choices involving all four of the treat-
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ment alternatives. (The specific contexts within which each of the
other considerations is relevant, and the choices they lead to, are
described in detail later in the chapter.)

Apart from these four general considerations, the responses also
contain contingency considerations. These assume that a prior
treatment has not been successful and suggest what would be an
appropriate alternative course of action. For example, one reason
for going to a curer is when “home treatment has not been able to
cure it”’; a physician would be consulted “when no one else has been
able to do it [cure the illness],” and so on. Throughout the re-
sponses are suggestions of orderings or sequences through which
different alternatives would be used in the process of seeking a cure.
These orderings vary among different informants, particularly
when the responses of the relatively more wealthy are compared
with those of the relatively less wealthy. The data are suggestive
but limited, since they do not adequately define these orderings,
nor do they clearly specify the implications that unsuccessful treat-
ments have for subsequent choices. A second interview technique
was designed to provide additional data on these issues.

Orderings of the Treatment Alternatives

I employed the second technique—that of hypothetical situa-
tions—to obtain data on the order of use of treatment alternatives,
and the ways in which this ordering may vary. Taking three of the
four key considerations cited above—seriousness, available re-
sources, and knowledge of an appropriate remedy—a series of hypo-
thetical situations was devised. A situation was described and the
informant asked what the probable sequence of actions would be.
The fourth consideration—one’s faith in folk versus medical treat-
ment—was not specified in order to determine for what particular
choices it would be cited as relevant. This interview was completed
with twenty informants, including the majority of those who had
participated in the paired comparison interviews. ‘

In the hypothetical situations each consideration was posed in
a limiting condition: seriousness was either very grave or minor;
available resources were described as fairly abundant or scarce; and
the illness had either been successfully treated before within the
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household or else it was unknown. There are, of course, intermedi-
ate values between these extremes, but constraints on the length of
the interview required a smaller number of values for each of the
three considerations. Therefore, I decided to include only the limit-
ing values at each end of the scale, as these were the most likely to
produce clear-cut orderings of the alternatives. -

Since there were three considerations, each with two values, a
total of eight hypothetical situations were presented. The following
examples illustrate the form in which these situations were de-
scribed:

Situation Approximate English translation of description
1. Serious Let’s say that there is a person that has a very
grave illness. This family has a fair amount of

ﬁ;ﬁﬂe money, because they have draft animals and have
just sold one. They have had this illness before in
Remedy the family, and they now know the remedy that
known benefited the illness on that occasion. What do you
think they are going to do?
2. Serious Let’s say that there is a person that has a very
grave illness. In this family money is scarce—sure
No money , . L ;
available they’re eating, but there is just not anything left
over. They have had this illness before in the family
Remedy and they now know of the remedy that benefited the
known illness on that occasion. What do you think they are
going to do?
3. Nonserious Let’s say that there is a person that has a little
Money illness—sure they’re sick, but they are not going to
. die of it or anything like that. In this family there is
available

some money, because they have just come back from
No remedy Mexico City where they were working. They haven’t
known had this illness before in the family, and they really
don’t know what it is, or what it came from, or what
the remedy is—for them it is unknown. What do you
think they will do? '

The particular sources of funds cited in Situations 1 and 3 were
used because they are realistic in terms of the local economy and
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would provide enough money to allow for almost any plan of action
to obtain treatment. .

After each reply, informants were asked what they would do if
the action just taken had been ineffective. This question was re-
peated until they finally said that nothing more could be done.
Typically a given situation would elicit four or five such steps. The
following are examples of replies to Situations 1 and 2:

Situation 1. (Informant is a thirty-year-old woman)

A First they will use the remedy that they already know will cureit.

Q What if this time the remedy doesn’t help, and the illness stays
the same?

A Then they will go to a doctor. If they carry a lot of money, they
are going to go first to the doctor. It’s more sure and quicker there.

Q What if the doctor is not able to help it either?

A They will go to another doctor who knows more, maybe in More-
lia.

Q Let’s say that they go to this doctor, but they still are sick?

A Now they will go to a curandera to see if she can cure it. Often
people have more fe in the doctor than in the curer, but if the doc-
tors can’t cure it, they will see if the curer can because she is often
able to.

Q And if the curer can’t?

A Now they are going to think that it is the mala enfermedad
[caused by witchcraft] and they’ll go to Cheran, where there are
good curers of witchcraft. They’ll come and assure them that they
will be cured, and they will find the thing that caused the illness
and the person will begin to feel that he is going to get well.

Situation 2. (Informant is a forty-five-year-old woman)

A TFirst they are going to give him the remedy that they already
know of.

Q And if the illness continues the same?

A Then they will go to the nurse in the plaza or to a curandera,
depending on what the illness is. If it’s a fever or a cough or some-
thing like that you go to the nurse, but if it’s a sprain or body
aches or la bilis you go to a curandera.

Q Let’s say that they do this, but still the illness continues. Now
what will they do?
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A They will have to get the money to go to a doctor. They will try to
get it by borrowing, or selling some animal, or by pawning a piece
of land. This is the last thing they will do, for lack of money. If
they can’t get quite as much they might go to the Centro de Salud
[Patzcuaro Health Center].

Q And what if even the doctor can’t cure the illness?

A If it can’t be cured with the doctor or with remedios caseros, then
there’s no way, and they come back sad.

The first example illustrates one of the two general orderings of
choices that were evident in the data. In this ordering, the most
important concern is to determine the alternative that seems most
likely to cure the illness, regardless of the cost, and resort to it first.
In the second ordering, however—illustrated in Situation 2—the
most important consideration becomes the cost associated with
each alternative, and only when these are approximately equal (as
with the nurse and the curer) does consideration of the likelihood of
cure become primary. The strategy in this case is to turn to the
most expensive alternative, usually the physician, only as a last re-
sort after the other less costly options have been exhausted. In fact,
half of the informants thought that both a curer and a practicante
would be consulted before a physician. The problem here, then, is
to determine which situation regularly led to one, or the other, of
these two orderings.

My approach was to calculate a figure expressing the percentage
of agreement in the responses for each pair of hypothetical situa-
tions in the interview. These figures are given in Table 6.3.5 They
indicate several sets of situations in which informants agreed sub-
stantially on the likely sequence of treatment choices. Specifically,
the responses for Situations 1 and 2 are very similar to each other
when initial differences are controlled for, but are not consistently
similar to any others.” Situations 3, 4, and 5 also show high levels of
agreement, as do 6 and 7. Both 1 and 2 are associated with trying
the most certain cure, regardless of cost (probability-of-cure or-
dered pattern), which is consistent with the fact that both situa-
tions involve serious illnesses in relatively wealthy -households.
Especially interesting is the similarity of Situations 3, 4, and 5. Sit-
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Table 6.3. Similarity Figures for Hypothetical Situation Responses

1 2 3 4 5 6 7 8

+8" +M? +K° 1 1.0

+S +M —K 2 .26 1.0
(78) 1.0
+S -M +K 3 26 —29
-8 +M +K 4 30 -—-21 68 10
-8 -M +K 5 05  —40 .66 66 1.0
+8S -M —-K 6 -—.14 07 .18 05 —.04 10
(.42)
-8 +M -K 7 08 20 12 12 —.15 61 10
: (.63)
-§ - M -K 8 -—43 -—21 (07 07 12 39 30 10

(.21)

@ Seriousness: +S = very grave; —S = little.
¢ Available Resources: + M = adequate; —M = scarce.
¢ Knowledge of Remedy: + X = remedy known; —K = remedy unknown.

uation 3 involves a serious illness in a poor household; 4, a nonseri-
ous illness in a wealthy household; and 5, a nonserious illness in a
poor household. In addition, all involve a known remedy. All three
of these are associated with trying the least expensive alternative to
see if it will work (cost-ordered pattern of resorting to treatment).
The expectation here is that economic limitations will constrain
the treatment choices of the less wealthy who are faced with serious
illnesses so that their pattern of choice will be similar to that of the
more wealthy who are faced with nonserious illnesses. It would be
expected, for example, in cases where physicians (generally the
most expensive alternative) are at some point used, that the num-
ber of prior treatment actions taken (such as, curer, practicante)
would be greater among the less wealthy than among the more
wealthy.

These two patterns of treatment choices—probability-of-cure or-
dered, and cost ordered—are in fact evident in the data from the
paired comparison interviews, particularly when we examine the
variation that occurred between informants of markedly different
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economic status. One, who is among the poorest in town, repeatedly
stressed that alternatives involving substantial expense, particu-
larly those involving physicians, would be used only after all other
locally available means had failed. As a general rule he explained
that “we always look for where they charge least.” In contrast, a
second informant, whose household is among the wealthiest in the
interview sample, explained that with serious illness “it’s necessary
to see a médico—it doesn’t matter what it costs.” However, in the
majority of households between these wealth extremes either or-
dering may occur, depending upon the gravity of the illness.

A MODEL OF TREATMENT
DECISION MAKING

The remainder of this chapter is devoted to the presentation and
verification of a model of treatment decisions in Pichataro, con-
structed on the basis of the interview materials described in the pre-
ceding section. It is intended as a formal, concise description of
these data. The model specifies the relevant considerations in mak-
ing treatment choices, as reported by informants, and the ways in
which specific combinations of considerations lead to decisions to
follow one, rather than several other, courses of action. Table 6.4,
which deals with the initial choice of treatment, is the first portion
of this model. The reader may find it helpful to refer occasionally to
this table during the description that follows. A more detailed dis-
cussion of the method of representation, the decision table, may be
found in Appendix C.

The model is presented in the form of a decision table. Decision
tables (Pollack et al. 1971; see also Miller and Johnson-Laird
1976:281-290) specify: 1. the conditions (considerations) affecting
choices;® 2. the actions that may be chosen; and 3. the rules of
choice, that is, the particular combinations of conditions that lead
to each action. The model represented in Table 6.4 includes four
conditions and nine rules, or paths, defining the various states of
some or all of these conditions. Each path (read vertically) specifies
the most probable choice of treatment when a particular combina-
tion of conditions exists. Each path may be regarded as a hypothe-
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sis concerning the use of a given alternative. If we score actual cases
according to each relevant condition in the table, we can test the
accuracy of the model in accounting for observed treatment
choices. As the initial source of treatment the model defines two
paths that lead to the choice of self-treatment, three leading to the
choice of a traditional curer, three leading to the choice of a local
practicante, and one leading to the selection of a physician.

We will begin by considering each condition incorporated into
the model and how the decision maker determines its relevant
states. These are the four considerations that emerged from the
paired comparison interviews.

Grauvity

The judged gravity or seriousness of an illness is a primary
consideration in treatment decisions. Chapter Three discussed how
Pichatarefios normally distinguish three main levels of gravity.
That is, while the gravity of an illness might ideally be conceived of
as a continuous attribute, it appears that the task of dealing with it
conceptually is simplified by classification into a small number of
classes. People then regard illnesses within the same class as more
or less equivalent in gravity. Accordingly, three levels of gravity are
specified in the model.

1. Nonserious: The first level corresponds to what is commonly
described as “small,” “brief,” or “simple” illness. These terms are
used more or less equivalently to describe nonserious illnesses of
short duration. An illness episode that allowed normal activities to
continue, or that did not involve an interruption of daily routine for
more than a day or two, would probably be judged as of this level of
gravity. Not surprisingly, nonserious illnesses are the most frequent
type in Pichataro. The following are examples of symptoms which
informants rated as indicative of nonserious illnesses (see Chapter
Three): headache, sore throat, toothache, runny nose, aching
joints, slightly elevated temperature, stomachache, and dizziness.

2. Moderately serious: Illnesses that more substantially inter-
rupt daily activities by requiring one to remain in bed, that last
longer than a few days, and especially those that resist initial treat-
ment attempts, are referred to as “more complicated,” “stronger,”
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or “regular.” These terms describe the second level of gravity. Of-
ten, common illnesses such as gripa (‘cold,’ ‘flu’), appearing initially
with symptoms usually characteristic of later stages of prolonged -
episodes (such as high temperature or bleeding from the nose), will
be described thus. Illnesses at this level of gravity are not regarded
as life threatening, although they might become so if not attended
to. Informants rated the following symptoms, among others, as in-
dicative of the second level of gravity: backache (“aching lungs”),
moderate fever, mild pains in the chest, bloody stool, swelling in the
throat, sharp earache, and coughing up phlegm. About one-third
of the episodes in the case history materials reached this level of
gravity.

3. Grave: The principal distinction between illnesses of the sec-
ond and third levels of gravity is that the latter constitute potential
threats to life. They may involve excessive pain and discomfort, as
well as considerable functional impairment. People described such
illnesses as “grave,” “dangerous,” or “heavy.” Some symptoms of
grave illness include: breathing difficulty, high fever, unconscious-
ness, heavy bleeding, heart pains, and inability to speak. Overall,
illnesses of this seriousness are relatively infrequent. ‘

Pichatarefios assessments of gravity take into account the in-
teraction between the severity of the illness and the resistance of
the victim. The very old, young children, and especially infants are

. considered to lack resistance, and their illnesses almost always

evoke considerable concern. People believe that certain constitu-
tional factors are related to resistance. For example, some are said
to have “damaged blood” (resulting from a poor diet), which lowers
their resistance, or to have blood which more easily “carries” ill-
ness. Thus, the “same” illness, in terms of its symptoms, could rep-
resent different levels of gravity in two different individuals, if for
one of the above reasons one of them lacked resistance.

In judgments of the gravity of an illness, certain symptoms are
highly salient. Body temperature is directly related to assessments
of seriousness; unusually high fever is always regarded as grave.
With gripa, perhaps the most common illness in Pich4taro, the seri-
ousness attributed to a particular episode varies directly with the
level of calentura (“temperature”) detected. Any illness which re-
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stricts or makes more difficult vital body functions, such as breath-
ing and eating, is regarded as serious. Chest pains, particularly
“pains in the heart,” are always taken to indicate a serious condi-
tion. Any illness or injury that involves bleeding is also considered
to be moderately serious or grave, depending upon the loss of blood.
Some Pichatarefios (although there is no consensus on this) con-
sider blood to be irreplaceable and nonregenerating; thus any
significant loss means reduced vitality and strength for life. Uncon-
sclousness is, in terms of gravity, believed second only to death it-
self. _
" The actual or anticipated duration of the illness is another con-
sideration relevant to how people determine its seriousness. Most
illnesses, except those involving fairly extreme symptoms at the on-
set, are initially regarded as nonserious. However, if a given condi-
tion persists, and especially if it resists initial treatment attempts,
it is then likely to be regarded as more serious—as having more
“strength” than was initially apparent.

Ultimately, the gravity that people attribute to an illness episode
depends upon the extent to which they believe life is endangered.
For additional discussion of how symptoms are evaluated in judg-
ments of gravity, see Chapter Three.

Knowledge of a Home Remedy

The second consideration that treatment decisions sometimes
depend upon is whether or not a home remedy is known for the
particular type of illness. This is the only significant constraint on
self-treatment. In Table 6.4, a “yes” indicates that a remedy is
known within the household and available without resort to a
curing specialist. A “no” indicates that no appropriate remedy is
known, or that the treatment necessarily involves the skills and
knowledge of some specialist, thus ruling out self-treatment.

One reason that people sometimes do not know an appropriate
herbal remedy, in particular, is that those most expert in their use—
local folk curers—generally keep their ingredients a secret. One in-
formant exp}ained:

)
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. We have a relative, Dofia , Whois a curer. Some-
times we don’t know the remedy so we go to her. We have to go to her

because‘she doesn’t tell us what is in the remedy and keeps it hidden
to one side while making it. I wish I could find out!

In most situations where self-treatment is thought appropriate, a
hOI{le remedy is known and administered. Occasionally ’
an illness occurs for which neither household members ,n
bors and relatives with whom the problem is discussed know a rem-
edy .that can be used with any confidence. In some households a
particular type of illness may so often defy home treatment that
people feel “we don’t know this illness well.” In such cases it be-
comes necessary to consult a curing specialist; whether this ,Wl'll be

a Dy tl a e 0 af Ik ure de eIldS rlmanl upon t}le COIlSldeI

however,
or neigh-

Faith

The third consideration that the model specifies as relevant to

choices of treatment is the person’s estimate of the potential effec-

tiveness of folk versus medical treatment and remedies in curing

jchfa particular illness. This consideration, spoken of as “faith” {fe)
is illustrated in the following comments: }

-+ - You can go to the nurses to see if they can help you. They can

cure gripa faster. But if you have fe in the curer and know that she
can cure the thing, better to go there.

- - . Now they will go to the curandera to see if she can cure it. Of-
ten people have more fe in the doctor than the curer, but if the doc-

tors can’t cure it, they will see if the curer

can b ;
able to. n because she is often

II} the first example the informant explains, in effect, that the
choice between a Dracticante (the nurse) and a curer W£11 depend
upon one’s. estimate of each alternative’s likelihood of providing a
cure.. The important difference between them is that Dracticantes
provide treatment using medical remedies, whereas curers use folk
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remedies. Which will be favored depends largely on the particular
type of illness involved, and one’s past experience in treating it.

In the second example, the informant comments that doctors are
often thought to offer a high likelihood of cure—people have more
faith in them—but that at times, as suggested here, they are unable
to help. In such cases one must reevaluate the situation and decide
whether a curer’s treatment represents, in this specific case, a
higher Hkelihood of success. Here again, faith becomes a matter of
choosing between folk and medical treatment.

In this context the meaning of the term “faith” is narrower than
might otherwise be construed. It should not be taken here to indi-
cate an enduring commitment to one or the other system of treat-
ment or to a particular practitioner, nor should it be understood to
imply any sort of mysticism or religiosity (as in faith healing) or
belief with no need of validation. What faith does denote, in rela-
tion to illness treatment decisions, is a subjective judgment of the
relative probability of cure associated with each of the two forms of
treatment. Accordingly, in Table 6.4 for the condition Faith, an F
indicates a judgment favoring folk treatment, and an M a judg-
ment favoring medical treatment. A

Faith judgments do not depend primarily upon a fixed dichot-
omy of folk versus medically treatable illnesses, although there are
a few illness types which are widely regarded as curable only with
folk curing methods. These include mollera caida (‘fallen
fontanel’), mal de ojo (‘evil eye’), and any illness in which witch-
craft is implicated as the cause. In addition, most people agree that
medical treatment is not effective for lastimaduras (‘sprains and
bruises’). On the other hand, no illnesses are consistently regarded
as curable only with medical treatment (although there is some
skepticism about the effectiveness of folk treatment for fiebre
[fever’] and a few other grave illnesses). Apart from these special
cases, however, people usually agreed that for the majority of
illnesses—including all of the most common types—either form of
treatment can be effective.

I developed a special interviewing procedure to investigate fur-
ther the nature of faith judgments. Eleven informants were asked
to rank a number of treatment alternatives, including the four prin-
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cipal ones in the model, according to how likely successful treat-
ment would be for each of thirteen different types of illness. People
make this type of judgment frequently when talking about illness -
treatment in less formal contexts: one alternative will be said to be
mds cierto (‘more certain,” or ‘more sure’) than another (see, for ex-
ample, the response to Situation 1, quoted earlier). The ranking
was done separately for each of the following: grippe, fever, swollen
glands in the neck, pneumonia, bronchitis, dysentery, vomiting, evil
eye, heart illness, bile, fallen fontanel, smallpox, and when the ill-
ness type is unknown. Since there were eleven informants and thir-
teen illness types, a total of 143 separate rankings were created.
Considering all rankings, treatment by a physician received an
average rank of 1.5 (highest relative probability of cure); that by a
practicante averaged 2.6, curer 2.7, and self-treatment 3.2 (lowest
relative probability of cure). Physicians consistently ranked quite
high. Considering all thirteen illness types, a physician was judged
to offer a greater likelihood of cure than a practicante in 79% of the
rankings, as compared with a curer in 73%. Excluding fallen fon-
tanel and evil eye—both generally considered folk-treatment-only
illnesses—a physician was judged as “more certain” than either a
curer or a practicante in 86% and 94% of the rankings, respectively.
Of particular interest are the rankings of curers and practicantes
relative to each other. Considering all illness types, practicantes
were rated higher in only 48% of the rankings. Eliminating fallen
fontanel and evil eye, they were favored in 57% of the rankings.
Both of these are quite close to a 50-50 split between curer and
practicante. These results show, then, that there is no generally ap-
plicable probability-of-cure ordering for these two alternatives, as
there are for both the physician and self-treatment alternatives.
These findings are summarized in Figure 6.1. The scale at the top
of the figure shows that for most kinds of illness, treatment by a
physician is considered to offer the highest likelihood of cure. Self-
treatment, on the other hand, is considered to offer the lowest like-
lihood of producing a cure, relative to the other alternatives. The
two remaining alternatives—folk curers and practicantes—have no
general orderings. The way in which they are depicted in Figure 6.1
is not meant to suggest that they are considered equally likely to
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succeed, but rather what is considered the more likely frequently
varies, depending upon the kind of illness and the person’s experi-
ence with it.

I have said that physicians represented the greatest likelihood of
producing a cure for most illnesses. A few types, mentioned earlier,
are considered curable only with folk remedies. In these exceptional
cases, then, the general faith rank ordering just described doesn’t
apply, and a folk curer (or even self-treatment) is judged to offer
better chances of cure. However, since cases of this type are infre-
quent, the decision maker usually need not actually reason out
whether a physician’s treatment offers the best chances of cure, but
rather may just make the routine assumption that it does. On the
other hand, in choosing between the curer and the practicante no
such routine assumption can be made. Here, the person must de-
cide, given the particular circumstances and characteristics of the
case at hand, which of the two is more likely to be effective.? Since
the most significant difference between these two alternatives is the
type of remedy involved, the faith judgment again becomes a mat-
ter of choosing between folk and medical treatment.

What determines faith preferences with respect to curers and
practicantes? In general, estimates of the effectiveness of one or the
other form of treatment are based on people’s own experiences, and
those related by friends and kin, with the particular kind of illness
and the perceived successes and failures of each practitioner in
dealing with it. Since different people have access to different infor-
mation about past successes, there is a good deal of variation in
opinions about which kind of practitioner is best for a given illness.
‘Nevertheless, there are some general tendencies in faith judgments:
curers are usually favored for children’s and emotion-based ill-
nesses (such as bile), whereas practicantes are often preferred for
cold-like illnesses, such as grippe.

As I mentioned earlier, such tendencies do not constitute any
sort of general classification of illness into medically-curable and
folk-curable types. Proponents of this “folk dichotomy” theory (see
Chapter One), notably Erasmus (1952, 1961; see also G. Foster
1958), have suggested that such classifications often develop as a
result of people’s long-term observations of the successes and fail-
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ures of differerit treatments for specific illness types. However, psy-
chological research on probability judgments under uncertainty
provides good reason to believe that such dichotomies are unlikely
to develop. T'versky and Kahneman (1974) have found that in esti-
mating the probability of a given event, people use a judgmental
heuristic called availability: they base their estimates on past
occurrences which come most easily to mind. In particular, recent
occurrences of an event are more available than earlier ones, and
thus influence the probability estimate to a much greater degree.
Therefore, it is reasonable to expect that the most important deter-
minant of faith in a given instance will be recollections of what was
successful the last time (or at most the last few times) a similar
1llness occurred, regardless of the frequency of successful cures as-
sociated with a given form of treatment over the long run. If this
view is correct, one would expect faith judgments to shift fre-
quently from one illness episode to the next. This is indeed the case
in Pichataro, as examples included later in the chapter will illus-
trate.10

Accessibility (Cost and Transportation)

Of the four alternatives included in the model, treatment by a
physician is the only one for which cost was consistently cited as a
relevant consideration. While all of the alternatives involve some
cost, only with the physician is this regularly problematic. Simi-
larly, the availability of transportation is a relevant consideration
in the decision to consult a physician, and was cited as such in the
interviews, since the nearest are in Patzcuaro. Since both of these
constraints must be met before a physician may be consulted, the
physician alternative is not equally accessible at all times or for all
people. Therefore, in Table 6.4 for the condition Accessibility, a
“yes” indicates that sufficient funds to meet the expected costs of
the visit to a doctor, and suitable transportation, are available. A
“no” indicates that either or both of these are presently not avail-
able, thus ruling out this alternative.

Curers and practicantes are for practical purposes equally acces-
sible to almost everyone in Pichdtaro. The costs involved are mod-
erate by local standards and usually not problematic; for those un-
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able to pay at the time, most curers and practicantes will provide
treatment on credit or in exchange for various goods. In contrast, it
is well known that physicians (including the Patzcuaro Health
Center) demand payment at the time of treatment. Although their
charges are thought roughly proportional to the gravity of the ill-
ness, they are viewed as largely unpredictable. There is in fact a
“high variance in what physicians charge from one visit to the next,
and people feel that they must have enough money with them to
cover all reasonable contingencies. A visit to a doctor is said to cost
“at least” two hundred and fifty pesos—equivalent to earnings from
six days’ local wage labor—and at times a thousand pesos or more.
There are several ways people can obtain the necessary funds. A
few households are sufficiently wealthy to have enough cash on
hand to cover the cost immediately. For most, however, an attempt
must be made to raise the money. The methods of doing so, in their
order of preference, are: obtain an unsecured loan; sell an animal;
or pledge a plot of land or one’s house. Unsecured loans are most
often obtained from kin and compadres, and are preferred means of
raising money, since no interest is expected upon repayment (which
may be considerably delayed). In fact, compadrazgo ties are often
made with wealthier persons specifically for the purposes of having
such support in times of need. Persons with regular incomes, such
as school teachers (and, for a time, visiting anthropologists!), are
sometimes approached for loans in these situations. If it is not pos-
sible to obtain an unsecured loan, an animal may be sold. There is
usually a ready market for pigs, sheep, and other livestock in
Pichétaro, and a common strategy for obtaining several hundred
pesos quickly is to arrange for the sale of an animal. Quick sales
may also be made to livestock dealers in Patzcuaro. The least pre-
ferred means of obtaining funds is through loans from a local
moneylender. A few such persons in town will make loans secured
by agricultural land, one’s house, or part of one’s house lot. Usually
this is an act of desperation in cases involving heavy expenses, as
moneylenders charge substantial interest (about 26% per month),
and the land or house which is pledged as security is often lost un-
less the loan can be repaid quickly.
One other strategy exists. A few people explained that they occa-
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sionally go to a physician and appeal to his or her compassion, ask-
ing that treatment be provided even though they don’t have
enough money to make full payment. Apparently this can be suc-
cessful, at least with certain doctors in Patzcuaro. I was told that
this is most effective if one’s oldest, most tattered clothing is worn
during the visit.

Even in situations where enough money can be raised, treatment
by physicians may be delayed, or not occur at all, because transpor-
tation from town is not available. The buses do not run with great
frequency or at night, and one or both of the town’s taxis may be
out of order. (The cost of transportation is also a consideration: ill
persons rarely, if ever, make a journey alone, and the cost of several
round-trip fares may add significantly to the cost of ‘a physician’s
treatment.) In such cases another local treatment alternative must
be used, if for no other purpose than to “calm” the illness. Some-
times very ill persons feel too weak to attempt the trip. Or there
may be hesitancy to expose those gravely ill to dangerous “airs” by
taking them outdoors. Ironically then, people are sometimes too ill
to be treated by a physician, and so people resort to another al-
ternative out of necessity.

The General Principles of Treatment
Decision Making

Before introducing the specifics of the model of treatment de-
cision making, it may be useful to review briefly the general prin-
ciples underlying it, and the interrelationships between the four
primary considerations I have described. Figure 6.1 depicts the rela-
tionship between two of these considerations, faith and cost (the
primary component of accessibility). What is apparent here is that
the two orderings (both derived from informants’ rankings) are
parallel: the alternative judged to offer the highest likelihood of
cure (a physician) is also the most expensive; that judged least
likely to result in a cure (self-treatment) is also the cheapest. The
curer and practicante alternatives are intermediate and of approxi-
mately the same cost. (Again, they are not considered equally likely
to result in a cure, but rather, their relative ordering depends upon
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less of the cost. This, in most cases, is a physician. A generally less
certain alternative, such as a curer, would then be tried only after
physicians had been unable to achieve a cure.

Moderately serious illnesses, since they are not yet considered life
threatening, are generally associated with a cost-ordered sequence
of treatment choices. A practicante, however, is likely to be chosen
initially if people’s faith favors medical remedies.

Obviously, there are exceptions to these two ideal patterns, oc-
curring most frequently when the means are not available to realize
a particular choice. For example, in situations where a probability-
of-cure ordering is in effect, consultation with a physician may not
be possible because of cost or transportation constraints. Similarly,
in situations of cost ordering, self-treatment may not be possible
because an appropriate remedy is unknown or unavailable. In
such a case, people would use the next-cheapest alternative, either
a curer or a practicante. Also, the ordering people follow up to a
given point in an illness episode may change if they believe the
gravity of the illness is changing.

In essence, then, the model incorporates some basic assumptions
concerning what sources of treatment people prefer in different sit-
uations and then specifies considerations that may lead to their
choosing less preferred alternatives. First I will describe the model
and then test it with data from a series of actual illness episodes.

The Initial Choice of Treatment

The nine rules included in Table 6.4 specify when each of the
four considerations I described constitutes a relevant consider-
ation, and to what treatment alternative specific configurations of
these lead. The rules read vertically, and may be thought of as if-
then statements. For example, Rule 1 reads: “If an illness is ini-
tially judged to be nonserious, and an appropriate home remedy is
known, then self-treatment will be the initial treatment chosen.”
No value is given for faith or accessibility because, in the situation
defined by Rule 1, these are not relevant considerations. That is,
since self-treatment may involve use of either folk or medical reme-
dies, no determination of the relative effectiveness of one over the
other need precede the choice of this alternative. Since the remedies
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Table 6.4. Decision Table for Initial Choice of Treatment

Rules: 1 2 3 4 5 6 7 8 9
Conditions
Gravity® 1 1 1 2 2 2 3 '3 3
Known home remedy® Y N N Y N
Faith* F M (F) F M F M (M)
Accessibility? N Y
Choices
Self-treatment X X
Curer X X X
Practicante X X X
Physician X

71 = Nonserious; 2 = Moderately serious; 3 = Grave.

Y = Yes; N = No. :

¢F = Favors folk treatment; M = Favors medical tréatment.

4Y = Money and transportation available; N = Either money or transportation
not available. '

involved cost little or are simply gathered (in the case of herbal
remedies), cost (accessibility) is not an issue.

Rules 2 and 3 specify what choices will be made for nonserious
illnesses when no home remedy is known. Here the person must es-
timate whether folk or medical treatment offers the higher likeli-
hood of cure for the particular illness (a faith judgment): if this
judgment favors folk treatment, a curer will be the initial choice
(Rule 2); if it favors medical treatment, a practicante will be cho-
sen (Rule 3). Again, the accessibility consideration is not a deter-
mining factor, since the cost associated with these two alternatives
is rarely problematic and is approximately the same for both.

In moderately serious illness, if an appropriate home remedy is
known, self-treatment will be chosen unless medical treatment is
specifically judged to offer a higher likelihood of cure (Rule 4). The
parentheses in Rule 4 are a notational convention designating an
implicit judgment. They indicate that a faith evaluation does not
routinely occur in this situation, but if it should, its outcome must
be in favor of folk treatment; otherwise, by Rule 6, a practicante
will be chosen.1* By rule 5, if no home remedy is known, and folk
treatment is considered to offer the best chance of cure, a folk curer
will be consulted.!? '
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The last three rules in Table 6.4 deal with the choice of treatment
in the case of illnesses initially judged to be grave. Here, the model
assumes a probability-of-cure based preference ordering and acces-
sibility thus becomes a highly relevant consideration. By Rule 9, in
grave illnesses, in which sufficient funds are available to meet the
expected cost of a visit to a doctor, and suitable transportation can
be arranged, the choice will be a physician. Rule 9 also contains an
implicit judgment. As I mentioned earlier, a physician’s treatment
is routinely assumed to offer the highest probability of cure, except
in the few special cases of illnesses thought curable only through
folk treatment. Thus in these situations a faith evaluation usually
would not occur. If it were to occur, however, its outcome would
favor medical treatment or else, by Rule 7, a curer would be chosen.
Finally, by Rule 8, if access to a physician’s treatment is not possi-
ble because of cost or transportation constraints, and the faith
judgment favors medical treatment, a practicante will be chosen as
a kind of “poor man’s doctor.”

Subsequent Choices of Treatment

There are frequently instances in which a given treatment
fails to result in a cure, and some other alternative must then be
selected. Of all the treatment choices to be accounted for in the
case history data (see Table 6.2), about one-third are such subse-
quent choices. Table 6.5 completes the model of treatment decision
making by specifying what considerations people use in making
these choices. Since the preceding choice is an important consider-
ation in deciding what alternative to use next, this is incorporated
into the table along with three of the same considerations found in
Table 6.4.

The length of time people try a given treatment before it is con-
sidered a failure varies a good deal, but in general the less serious an
illness, the longer the period before they choose a new alternative.
Folk remedies are usually expected to cure more slowly than medi-
cal remedies: at times one hears of “successful” cures using folk
remedies that took a month to achieve. In contrast, people expect
treatments using medical remedies, and especially physicians’
treatments, to result in a reduction in symptoms almost at once,
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Table 6.5. Decision Table for Subsequent Choices of Treatment

Rules: 1 2 3 4 5 6 7 8 g 10 11
- Conditions
Preceding Choice* ST ST ST ST C-P C-Pp C P Dr Dr Dr
Current Gravity” 12 3 3 1 2-3 23 23
Faith® F M M M F M
Accessibility? N Y Y N N N Y
Choices <
Self-treatment
Curer X . X X X
Practicante X X X .
Physician X X

@ ST = Self-treatment; C = Curer; P = Practicante; Dr = Physician.

b1 = Nonserious; 2 = Moderately serious; 3 = Grave.

¢ P = Favors folk treatment; M = Favors medical treatment.

4y — Money and transportation available; N = Either money or transportation
not currently available.

and certainly within a few days. Many times recommended return
visits are not made, or medications not continued, because the ini-
tial medication did not produce a marked improvement in the pa-
tient, who considers the treatment to have failed. In almost all
cases, people use alternatives sequentially rather than concur-
rently. The only significant exception is that self-treatment is
sometimes continued even after resort to another alternative.

Subsequent choices often involve a reevaluation of relevant con-
ditions. In particular, faith judgments may change in the light of
the current lack of success of a given type of treatment, and
changes in the judged gravity of the illness may result in a shift
from one ordering of alternatives to the other.

Rules 1 through 4 of Table 6.5 depict the basis upon which people
make subsequent choices following unsuccessful home treatment.
If they now consider the illness grave, and sufficient money and
transportation are available, they will consult a physician (Rule 4),
provided there is no reason to believe that folk treatment offers a
better chance of cure. If the accessibility constraint cannot be met,
and the faith judgment favors medical treatment, people will resort
to a practicante (Rule 3). If, following self-treatment, they think
that folk treatment offers the highest likelihood of success, they
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will consult a curer regardless of the apparent gravity of the illness
{Rule 1). By Rule 2, if the illness is judged not grave and faith
favors medical treatment, people will again choose a practicante.

In those cases in which people consulted a curer unable to
achieve a cure, their subsequent choice of treatment will be gov-
erned by the considerations shown in Rules 5 through 7. If they
now consider the illness nonserious, home treatment will be given
(Rule 5). Otherwise, the model assumes that because of the ineffec-
tiveness of the curer’s treatment, medical remedies will now be fa-
vored as offering the best prospects for cure. Accordingly, if the ill-
ness 1s moderately serious or grave, and the means are available, a
physician will be consulted (Rule 6); if the means are lacking, a
practicante will be chosen (Rule 7). '

In those cases in which a practicante was the initial or preceding
choice and was unsuccessful, people do not necessarily rule out
medical treatment. It is said that physicians have better and
“stronger” medicines than practicantes, and are often able to cure
an illness that has resisted the latter’s remedies. As shown, again in
Rule 6, if the illness is now considered moderately serious or grave,
and money and transportation are available, a physician will be
used. If the means are not available a curer will be consulted (Rule
8), since this is the only other option. If the illness is thought non-
serious (Rule 5), a person would administer self-treatment.

The last possibility is that the person’s preceding action involved
resort to a physician, in which case he will choose any subsequent
treatment according to Rules 9 through 11. Basically the decision
that must be made is whether to continue medical treatment with
another doctor, or turn to a folk-curing specialist. This will be gov-
erned by the person’s reassessment of his faith in medical treat-
ment, and the continued availability of the money to pay for the
physician’s treatment. If his faith in medical treatment remains
greater, and the means are still available, another physician—
perhaps a specialist (see Chapter Five)—will be consulted {Rule 11).
If a person’s faith continues to favor medical treatment but the
money has run out (Rule 10), or if he feels that folk treatment
offers a higher probability of cure, the doctor(s)’ having failed (Rule
9), he will consult a curer. A practicante is not considered in this
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case since, it is reasoned, if a doctor has been unable to cure the
illness, the practicante, with less potent remedies, would not be
able to either.

Some Examples of Treatment Choice

To make more concrete how people choose treatment,‘ as r?p-
resented in the model, T will describe a series of illne'ss cas.e histories.
They are from two households that vary subs'tantlally in ‘temistf
composition and economic resources; to provide some_contro or
the comparison, both sets of illnesses involve.young chﬂfiren.

The first three cases involve the same male infant (Enrique), Wh‘O
at the time case collection began was five months old. He and h.1$
parents reside with his father’s maternal grandparents, who are In
their seventies. Enrique’s father, who was eighteen years old at the
time, is an artisan who carves wooden figures and frames for sale to
dealers in P4tzcuaro and Quiroga. He and his wife each comlpleted a
little over three years of schooling. Enrique is their first child.On a
wealth ranking of households in the case collection sgmple (see Ap-
pendix A) this household rated in the upper one.—thn*d n terms. of
overall economic resources. The grandfather is a .farmer with
above-average land holdings. The infant had been ill only once
prior to the case collection period, a short-lived case of mollera
caida that was treated at home by the grandmother. . ‘ ’
In February, 1976, Enrique developed a case of la gripa {‘cold,
‘Au’), which lasted for about seven days. He had an a.bove normal
temperature, was coughing, and had a runny nose. His parents at-
tributed his illness to a “change of weather.” The first day he
showed these symptoms they applied a hom(? remedy.—a locally
bought cream that the family often uses for this type of illness. f)n
the second day his illness continued, the home treatment having
had no effect thus far. His mother explained that they were uncer-
tain what was wrong with their child, and that they ha}d b(,ecome
considerably worried over it, especially considering E?nque s age.
As she put it, “ninos son delicados” (‘children are frail’). Alt?xough
she did not express it, it is probable that they f(?ared ‘the illness
would become even more serious. Since Enrique is their ﬁrst anfi
only child this nb doubt added to their judgment of the illness’s
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gravity. Thus on the second day the decision was made to take him
to a private-practice physician in Patzcuaro. There he received an
injection and a liquid medication, at a total cost (exclusive of trans-
portation) of 111 pesos. The medication was continued on the third
and fourth days, but the symptoms persisted. On the fifth and sixth
days of the illness Enrique was taken to a local curer who applied

_herbal remedies to the child’s body. By the seventh day the symp-

toms were diminishing, and soon after he was considered well. His
mother, interviewed the following day, attributed his recovery to
the curer’s treatment. The curer, her grandmother, collected ten
pesos for the treatment.

Approximately five weeks later Enrique again became ill, this
time with a mild case of calentura (‘temperature’). This was essen-
tially the same type of iliness as on the previous occasion, although
this time it was less serious and involved only a mild fever, and
none of the other symptoms. On the first day he was sick his mother
treated him with another store-bought remedy. He showed no im-
provement on the second day, and so was taken to the same curer
as in the previous case. His mother stated that injections and other
remedios médicos “can’t cure this illness,” and that they now had
more “faith” in the curer and her remedies. The infant was well the
next day.

One month after the second episode, Enrique experienced a third
illness which persisted for over ten days. His parents believed that
it came about from a fright or scare that the child had suffered,
resulting in la bilis (‘bile’). The symptoms of this were diarrhea and
later, occasional vomiting. On the first day the symptoms were
present his mother gave him some pills and herbal remedies. By the
third day it became apparent that the home treatment was ineffec-
tive, and Enrique was taken again to the same curer, where he was
given more herbal remedies. On the fourth through sixth days there
was no substantial change in what were now considered rather se-
vere symptoms. On the seventh day of the illness he was taken to
Patzcuaro for treatment by a private physician. The symptoms be-
gan to diminish the following day, and after three more days the
child was considered well.

In the first episode, the initial action taken was home treatment.
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The illness was at this point not considered grave, and a home rem-
edy was known, therefore Rule 6.4—4 (Table 6.4, Rule 4) correctly
indicates that home treatment would be chosen. By the second day,
there is evidence that Enrique’s parents were beginning to doubt
their ability to handle the illness themselves, and his extremely
young age contributed to the assessment of seriousness. From rec-
ords of earlier cases of gripa in this household we knew that medi-
cal treatment had been used successfully a number of times, so in
this instance we are justified in assuming that folk treatment was
not regarded as offering a better chance of cure. Therefore Rule
6.5—4 correctly accounts for the choice of a physician’s treatment.
There is no direct a priori evidence that the money to do so was in
fact available (as specified by the model); in this case we must as-
sume that it was since the household is above the median wealth
rank. On the third and fourth days the persistence of the illness in
spite of the physician’s treatment led Enrique’s parents to reassess
their faith in the effectiveness of medical treatment in curing gripa.
Then, as Rule 6.5-9 suggests would occur, the infant was taken to a
curer. -

The second illness is a good illustration of how substantial the
effect of recent outcomes can be for faith judgments. Initially, as in
most cases, home treatment was administered (Rule 6.4-1). When
Enrique’s mother determined on the second day that other treat-
ment should be sought, her faith judgment now clearly favored
herbal remedies (on the basis of what succeeded the last time a
similar illness occurred), and (by Rule 6.5-1) the illness was re-
ferred to the curer.

The last episode also began, as usual, with home treatment (Rule
6.4—4). Since the illness continued, other treatment was considered.
Recalling that a curer had been successful in treating Enrique on
two previous occasions, and medical remedies had never, in his par-
ents’ view, been of help to him, they now regarded folk treatment as
offering the highest probability of cure in this instance as well.
Apart from this, curers are generally considered to be “good” with
this type of illness. Therefore, again by Rule 6.5-1, a curer was con-
sulted. Now, however, her treatment seemed to have no effect, and
the illness appeared, to be continuing on a dangerous course. A phy-
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sician was at this point consulted (Rule 6.5-6), reflecting yet an-
other change in their estimate of the efficacy of medical versus folk
treatment. Again we may consider the household’s relatively high
economic standing as indirect evidence that they had the means
available to consult a physician. .

The pattern that emerges from these three illness episodes is that
once the illness comes to be viewed as serious, it is referred to what-
ever alternative is thought to offer the highest relative probability
of successful treatment. Cost is a much less important consider-
ation. It is informative now to compare the above cases with the
following two episodes from a much poorer household. Both of the
cases involve a one-year-old girl, who we will call Josefina. Her
father is a landless laborer who has few possessions other than his
house. He and his wife have a son and two other daughters. This
household was rated among the poorest one-fifth in the sample.

Josefina’s first illness, simply termed vémito (‘vomiting’) by her
mother, persisted for almost three weeks. During this time the child
ate little, had a high temperature, and vomited intermittently. At
the onset her mother described the illness as moderately serious,
but as it prolonged and the ¢hild continued to eat very little, she
came to describe it as very grave. On the first day of the illness
Josefina’s mother prepared a standard herbal remedy for her, and
repeated this treatment for a few days. Despite this the illness con-
tinued, and the child was taken to a curer. The curer administered
another herbal remedy but was also unable to achieve a cure. N ext,
the medical post nurse (a practicante) was consulted, and medica-
tion given. After this treatment the illness persisted for several
days, but during this time the symptoms were diminishing and
eventually were alleviated. Her mother explained that the girl had
not been taken to a physician in P4tzcuaro because there was sim-
ply not enough money to do so. The total expenditure on the treat-
ment was twenty-five pesos.

About two months later Josefina came down with a case of la
gripa that lasted for over two weeks. For approximately the first
week the symptoms were mild and intermittent. Her mother de-
scribed it as “not very big” and gave the child aspirin tablets pur-
chased at a local store. During the second week, however, the fever
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became “much stronger,” and the parents related that they became
very worried, and took Josefina to a practicante for an injection.
This did not cut the fever, and so at the beginning of the third week
she was taken to a physician in Pitzcuaro—after her father was suc-
cessful in borrowing the money. This treatment finally resulted in a
cure, at the cost of around one hundred pesos. Josefina’s parents
refused to pay the practicante anything because she had been un-
able to effect a cure. .

In contrast with the pattern of treatment choices made during
Enrique’s illness, Josefina’s parents always resorted to the least
costly alternatives. In her first illness they began treatment with
household remedies, since the illness was initially not grave and a
remedy was known (Rule 6.4—4). The next choice, when the illness
failed to respond to home treatment, was a curer. This is as Rule
6.5-1 -indicates, since folk treatment is generally thought, by
Josefina’s parents and by most Pichatarefos, to be more effective
for this type of illness. Following the curer’s lack of success the par-
ents chose a practicante (Rule 6.5-7) because the means were not
available to take the child to a physician.

The second illness began as nonserious and received home treat-
ment (Rule 6.4-1). When it came to be considered grave in the sec-
ond week, a practicante, rather than a physician, was consulted
because of the cost constraint (Rule 6.5-3). Medical treatment is
usually favored for la gripa, and had been used in this household in
the past, thus the choice of a practicante rather than a curer. Only
when no other alternative was left did they turn to a doctor (Rule
6.5—6). This accords with our finding that in poorer households peo-
ple will not consult physicians until either a practicante or a curer,
or in some cases both, have been shown to offer no possibility of a
lower-cost cure. Josefina’s illnesses illustrate how economic limita-
tions in poorer households constrain choices. In this case, the pat-
tern is basically cost-ordered, even in serious illness.

TESTING THE MODEL

The model of treatment decision making that I have presented may
be considered as a series of hypotheses, derived from informants’
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statements on the conditions under which they choose different
treatment alternatives. We will test these utilization rules against a
body of illness case history data to determine the extent to which
the model is capable of accounting for actual treatment choices.

Although T briefly summarized the case history materials at the
beginning of this chapter (and in Chapter Three), and illustrative
cases have occasionally been taken from them, I must emphasize
that methodologically they constitute data completely independ-
ent from that used to generate the model, and may therefore serve
as a valid test of it. As shown in Table 6.2, a total of 489 treatment
choices were made. The number of choices is greater than the num-
ber of cases (323) because over a third of the illnesses involved two
or more treatment alternatives, and accordingly present more than
a single choice.

The major obstacle to be overcome in making this test was the
specification of the conditions that existed leading up to a given
treatment choice, independent of the a posteriori evidence provided
by the knowledge of the eventual choice. For example, in a case in
which a physician was used, we cannot specify with certainty that
enough money was available immediately prior to that action,
short of the circular evidence that there must have been, since peo-
ple did in fact make that choice. A subjective element was thus in-
evitable in the scoring of some cases on the conditions in the model,
although I made considerable attempts to minimize it as much as
possible. Where this was potentially a problem, specific criteria
were set to guide the testing. In cases occurring in households below
the median wealth rank, a choice of physician’s treatment would be
scored as accounted for incorrectly unless a curer or practicante
were consulted first. This is in accord with the cost-ordered pattern
assumed to be in effect in these cases. Similarly, for households
above the median wealth rank, I assumed the economic means were
available in those situations in which the conditions otherwise indi-
cated the choice of a physician (as in Enrique’s illness described
earlier).

Other data also helped to minimize subjectivity in the scoring of
the conditions “faith” and “known home remedy.” From each
household in the sample we obtained brief descriptions of past ill-
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nesses that had occurred before the case collection period. These
data are not necessarily complete, but they do provide information
on what illnesses are well known in a given household, and to what
extent they have been cured with the different types of treatment
in the past. This record is most complete for recent illnesses, which
is fortunate since the outcomes of these episodes are likely to be
most important in making the faith judgments in the test cases. For
example, in a case where a curer was consulted for an illness that
might plausibly have been taken to a practicante, and there was no
explicit statement of greater faith in folk treatment, I could check
the record for the most recent past case of the same kind of illness
1n that household. If it had been successfully treated by a curer on
that occasion, I could reasonably assume that the faith judgment
favored this type of treatment in the present case. On the other
hand, if the previous cure had involved a practicante, there would
be no a priori basis in the test case to assume greater faith in herbal
remedies, and the model would be scored as failing to account for
the observed choice. By and large, any errors that these procedures
introduced into the testing would tend to be conservative errors.
That is, if they do bias the results, it is in the direction of unneces-
sarily scoring the model as failing to account for a given choice,
rather than in the direction of exaggerating its success rate.

Most often, of course, test episodes were scored on the basis of
data in the case history. When each case was collected, informants
were asked about the situation which led up to their choice of treat-
ment, why they had not chosen other alternatives, and what fur-
ther actions they were considering if the illness continued. The con-
siderations that people most often cited in explaining and justifying
their choices were, as expected, those that are incorporated in the
model.

Table 6.6 presents the results of the test. The figures in the totals
column represent the number of treatment choice situations that
were characterized by the conditions defined by the given rule. For
example, there were 157 situations that were as defined by Rule
'6.4—1, and all of these led to self-treatment, as the rule would indi-
cate. If we examine the results for Rule 6.4-6, however, while the
conditions of twenty-nine treatment choices were as this rule
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Table 6.6. Test Results

Alternative chosen

Self- Percentage
Table Rule treatment Curer Practicante Physician Totals correct

6.4 1 157 157
2 4 4
3 5 5
4 67 (1) 68
5 8 8
6 (2) 20 (7 . 29
7 8 8
8 (2) 4 (2) 8
9 (2) 11 13

300 94.7
6.5 1 19 19
2 (1) 28 (6) 35
3 (3) 6 9
4 2) 22 24
5 3 (1) 4
6 (2) (2) (1) 24 29
7 (1) 3 (2) 6
8 2 (1) 3
9 (1) 7 8
10 0
11 7 7

144 . 84.0

Subtotal 444 91.2
Not covered 18
Insufficient data 27
Total 489

specifies, in only twenty was the predicted alternative, a practi-
cante, actually chosen. In two cases, self-treatment was selected,
and in seven instances a physician was consulted. Those choices
that the model fails to account for are included in parenthéses. .

Overall, the model correctly accounts for 91% of the choices in-
cluded in the test.® Its accuracy is highest for initial choices
(94.7%), and somewhat lower (84%) with subsequent choices. In
particular, it is less accurate in dealing with some choices following
treatment by curers and practicantes (Rules 6.5~7 and 6.5-8), al-
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though these represent relatively few cases and do not seem to indi-
cate any systematic defect in the model. Rules 6.4-1 and 6.4-4,
both leading to self-treatment, together constitute half of all
choices included in the test, and since they represent a largely rou-
tine initial response to illness, we can more'easily account for these
choices. If they are removed from consideration, the model still cor-
rectly accounts for 82.6% of the remaining choices, in which we may
assume more active decision making.

These results provide strong evidence for the basic validity of the
model, and for the contention that the considerations and assump-
tions embodied in it represent important aspects of how people ac-
tually make these choices. It appears, then, that there are signif-
icant regularities in the ways Pichatarefios use different treatment
alternatives, and to a considerable degree we may anticipate their
choices.

In the final chapter we shall review these findings and consider
their implications for an overall understanding of medical choice in

Pichéataro.

7

Medical Choice in
Pichataro

he central aim of this study has been to describe in a systematic

way the rationale underlying how Pichatarefios make illness
treatment decisions. On the basis of the test results, it seems fair to
conclude that this attempt has generally succeeded. Not only have
we accounted for a high proportion of the data but we have also
obtained specific knowledge of the reasoning behind these choices.
This last chapter is concerned with the implications of the study for
health-care policy in pluralistic settings like that of Pichataro. We
will also evaluate what the decision-making approach has accom-
plished and in what directions research might further be pursued.
First, however, let us briefly review the findings.

THE CHOICE OF TREATMENT:
A SUMMARY

Four primary criteria are involved in illness treatment decisions in
Pichataro: the gravity or seriousness of the particular illness;
whether or not an appropriate home remedy is known for the ill-
ness; the faith one has in the effectiveness of folk treatment, as op-
posed to medical treatment, in alleviating the illness; and the ex-
penses assoclated with some alternatives and the availability of the
resources to meet them.

People tend to select treatment alternatives in accordance with
one of two orderings. These orderings are based on two key aspects
of the available alternatives: the likelihood that the use of the par-
ticular source of treatment would actually result in a cure; and the
estimated cost associated with each alternative. In serious illness,
when adequate resources are available within the household, al-
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ternatives are ordered on the basis of likelihood of cure, and people
choose the alternative judged most likely to help. In contrast, in
nonserious illness the alternatives are ordered on the basis of ex-
pected cost, and people choose the one involving the lowest cost (or
the lowest cost of those they have not yet tried). The cost-ordered
sequence occurs in this case whether or not people have sufficient
funds to cover the cost of a more expensive alternative. In the situa-
tion of serious illness in households where resources are scarce (as is
quite often the case in Pichétaro), even though people would prefer
first to choose highest likelihood of cure, economic limitations con-
strain their choices in favor of lowest estimated cost, approximating
a cost-ordered sequence.

The findings concerning the use of each of the four major treat-
ment alternatives, and the ways in which they fit into the above
orderings, may be summarized as follows:

Self-treatment

Self-treatment generally offers the lowest likelihood of cure,
relative to the other alternatives, but it is also the least expensive.
Since most illnesses in their initial stages are judged to be nonseri-
ous, and since this leads to a cost-based preference ordering, self-
treatment is by far the most frequent initial response to illness n
Pichéataro. In fact, the incidence of illness in most households, par-
ticularly those with a number of children, is such that treatment 1s
a generally routine domestic activity. Exceptions to the initial
choice of self-treatment occur in two principal ways. When an ill-
ness is initially judged as grave, a probability-of-cure preference or-
dering comes into effect, and people select a treatment alternative
offering a higher likelihood of success than self-treatment. House-
hold members will also avoid self-treatment if they have inade-
quate knowledge of an appropriate remedy.

Folk Curers

Folk curers and practicantes fall between self-treatment and
physicians in both estimated likelihood of cure and expected cost
(on cost they are approximately equal). We found no generally ap-

!
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plicable ordering concerning which—folk curer or practicante—is
more likely to achieve a cure; this varied with the particular case.
Since the salient contrast between these two alternatives is the
form of treatment, this choice depends upon the person’s estimate
of the relative likelihood of success using folk versus modern medi-
cal treatment. This estimate (one’s faith) is based primarily upon
one’s past experience with the particular type of illness at hand,
and often varies between households and from one illness episode to
the next.

A prerequisite to all choices of a curer’s treatment, then, is that
the person must have decided that folk treatment offers a higher
likelihood of cure, in terms of his own native standards, than mod-
ern medical treatment. People initially choose a curer over self-
treatment when they lack knowledge of an appropriate remedy;
and over a practicante or physician when they judge the illness to
be grave, and they think it is more likely to be curable with folk
than with medical remedies. In subsequent choices, resort to-folk
curers occurs most often following unsuccessful self-treatment.

Practicantes

Since practicantes and folk curers share two important
attributes—both are of modest cost, and both are available locally—
the situations in which they are chosen are in many ways similar.
Like curers, practicantes are most frequently consulted in nonseri-
ous illnesses when self-treatment has not been attempted, or else

“has been tried but found ineffective. When people choose a practi-

cante, they assume that medical treatment, in this particular case,
affords a higher probability of cure than folk treatment. The situa-
tions in which practicantes are used for serious illnesses, however,
differ from what was found for the curers. While curers represent
the culmination of traditional medical practice, practicantes, al-
though employing modern medical remedies, are generally consid-
ered less skilled and less likely to achieve a cure than a physician.
Thus practicantes are chosen in grave illnesses when the means are
not available to consult a physician, and then only when their rem-
edies are still thought to offer the best chances of success.
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Physicians

For most kinds of illness, Pichatarefios consider a physician’s
treatment to offer the highest likelithood of a cure. The expense
(this is also the most costly option) and inconvenience of going to a
physician for treatment, however, are important constraints. Be-
cause the local economy is such that resources in most households
are scarce, and often not easily converted to cash, expenditures for
a physician’s services necessarily must compete with other, often
essential, household needs. Accordingly, physicians tend to be used
only in certain fairly extreme situations. Initially, if an illness is
judged grave—that is, life threatening—a physician will be con-
sulted in most cases, if at all possible. This is in accord with the
probability-of-cure preference ordering in such situations. Other-
wise, a physician becomes a plausible choice when all other less
costly alternatives have proven unsuccessful, or if the illness be-
comes grave. )

The general case may be summarized as follows: of the four deci-
sion criteria incorporated in the model, the gravity of the illness is
the consideration that determines the overall preference ordering
for the treatment alternatives; one’s faith serves primarily to estab-
lish the relative orderings of the curer and practicante alternatives
in particular cases; lack of knowledge of a home remedy is a con-
straint on self-treatment; and accessibility determines whether one
will choose treatment by a physician. The formal model—which in-
cludes these four criteria and is constructed on the basis of the
above assumptions concerning preferred sources of treatment in
different situations—was tested with a series of actual illness case
- histories and found to correctly account for 91% of all treatment
choices.

IMPLICATIONS OF THE MODEL

In an earlier discussion (see Chapter Two), I mentioned a current
debate concerning the reaction of rural Third World peoples to
Western medicine. It has often been observed (see Foster and An-
derson 1978:223-262) that such peoples frequently underutilize
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modern medical services, or at least use them at rates below what
health planners might anticipate, as they continue to resort to tra-
ditional curing personnel. Two general sorts of explanations for this
phenomenon are evident in the literature. One points to the
influence of “cultural” factors, such as traditional beliefs about ill-
ness and the influence of traditional practitioners, the other to fac-
tors of restricted access and exclusion. One of the important advan-

‘tages of the decision-making approach is that it not only describes

the considerations that lead to the use of particular alternatives,
but it also describes in equally specific terms why particular al-
ternatives are in given instances not chosen (see C. Gladwin
1977:277-286). Let us put this feature of the model to use in evalu-
ating how accurately each of these views portrays treatment deci-
sion making in Pichétaro.

The Influence of Traditional Beliefs

A frequent explanation for lower rates of utilization of mod-
ern medical resources by rural peoples who also have available tra-
ditional (non-Western) treatment alternatives, is that such peo-
ple’s traditional beliefs and cultural inhibitions are inconsistent
with, or keep them from realizing the benefits of, Western medical
therapy.! It is sometimes found, for instance, that people who use
Western medical services tend to have characteristics defined as
modern (relating to education, literacy, language use and so on).
The solution to the problem of increasing the use of such services is
then said to lie in the modernization of the population as a whole.
Thus, a World Health Organization sponsored study of rural-urban

differences in the utilization of health services in Tunisia con-
cluded: '

What seems to have been true for the United States is likely to be
even more true in developing countries where education, even of a
primary level, is a major force in breaking down reliance upon tradi-
tionalistic world views and folk practices. An important function of
education is to help individuals cope with their needs by making in-
telligent use of available social and health services. In countries
where traditional health attitudes have been strong and have been



172 Medical Choice in a Mexican Village

thought by the government to hinder development, educational sys-
tems have made special efforts to overcome such attitudes as fatal-
ism or reliance upon folk methods of treatment. Here the aim has
been not only to improve the health of the public, but also to mo-
tivate a population for participation in a developing economy
{Benyoussef and Wessen 1974:302).2

Explanations such as these place responsibility for underuse of
modern health care services, and accompanying poorer health
levels, directly with the people themselves (analogous to some of
the implications of the much critiqued “culture of poverty” concept
[Valentine 1968]). Such studies advocate modifying the traditional
culture and eventually incorporating such peoples into the national
economy as the ultimate solution to the problem of providing im-
proved health care.

The findings of the Pichitaro study, on the other hand, present
quite a different view in terms of their implications for policy aimed
at increasing utilization of modern health care services. It is clear
that Pichatarefios need little convincing of the effectiveness of
modern medical treatment provided by a physician. As we saw in
Chapter Six, treatment by a physician is considered, by most people
and for most kinds of illnesses, to offer the highest likelihood of cure
of the available alternatives. The situations in which traditional
curers are considered to offer a higher likelihood of success than a
physician (that is, the incidence of Benyoussef and Wessen’s “tradi-
tional health attitudes”) are relatively few and, when one considers
the informational bases of these beliefs, not necessarily unreason-
able. That is, those illnesses that Pichatarehos generally classify as
incurable through modern medical treatment are, not by coinci-
dence, also those for which modern medicine in fact has no specific
therapy (such as whooping cough and measles); illnesses in which
the high likelihood of subsequent reinfection because of often un-
sanitary living conditions masks the effects of treatment (such as
infant diarrhea—a prominent symptom of mollera catda and ‘evil
eye’); or those in which the diagnosis usually implies an earlier fail-
ure of medical treatment (such as “witchcraft-caused” illnesses—
see Chapter Six).
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Most often, Pichatarefios do not utilize modern medical treat-
ment more frequently because such services are inaccessible. When
a trip to a doctor might cost at least a week’s income, and the ill
person must be transported on a slow, uncomfortable, and often
overcrowded bus for an hour or more, it is not surprising that less
expensive and more convenient alternatives are often chosen. Since
many households have quite limited resources that must be allo-
cated among a number of essential needs, it seems justifiable,
though perhaps regrettable, that illnesses not considered life
threatening are found to not warrant the sacrifice of household re-
sources that a physician’s treatment would entail. ,

It is possible, as I mentioned earlier, to trace individual cases
through the model and isolate points in the illness episode where a
physician’s treatment offered a plausible choice—given our under-
standing of Pichatarefios’ standards for making such choices—but
was in fact not chosen because of one critical consideration. In the

- case history data there are thirty-eight such instances. Table 7.1

illustrates the frequency with which each of three critical consider-
ations was responsible for the decision not to seek a physician’s
treatment, when the remaining considerations otherwise rendered
this a culturally appropriate choice. These data show that “tradi-
tional health attitudes” are a primary factor in no more than one
out of five such decisions. Much more frequently the inaccessibility

Table 7.1. Critical Considerations in Decisions Not to Use a Physician’s
Treatment

Reason Number Percentage

Preexisting preference for folk
treatment (considered to offer
a higher likelihood of cure) 8 21

Accessibility (not enough money
available, or no transportation
to Patzcuaro) 22 58

A physician’s treatment had just
been given but had not
achieved a cure 8 21

Total 38 100
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of a doctor is responsible for the use of some other alternative. The
data also show that the demonstrated inability (in the Pichata-
refio’s view) of a physician’s treatment to cure the illness at hand is
as often a factor leading to the choice of an alternative treatment
as is a preexisting preference for folk treatment methods.

The high price, by local standards, and intermittent availability
of a physician’s treatment are major determinants of the overall

form of the treatment decision-making process in Pich4taro. Not -

only do these factors sometimes act as constraints in situations
where conditions would otherwise indicate the selection of a physi-
cian’s treatment (see Rules 6.4-8, 6.5-3, 6.5-7, 6.5-8, and 6.5-10 in
Tables 6.4 and 6.5, Chapter Six), they are also the principal reasons
why only under certain fairly extreme conditions a physician’s
treatment is considered at all. That is, the frequent implementa-
tion of a cost-ordered treatment plan is not a cause of lower rates of
physician utilization but rather a consequence of the relative inac-
cessibility of such services.

The Role of Traditional Curers

Another frequent explanation for infrequent or delayed use of
modern medical services in communities like Pichataro, is that
people’s strong allegiance to traditional curing specialists inhibits
their use of physicians. This view also contains some significant in-
accuracies, applied to the specific case of Pichataro. The following
comments summarize the géneral understanding of the folk curer’s
role held by those involved in rural health planning and policy in
Mexico:

The different types of curanderos are consulted more frequently in
rural areas than are doctors. . . . In practicing their science they
make use of their knowledge of ethnomedicine, magic, and, occasion-
ally, modern medicine. . . . They play a very important role in the
health of people living in these areas, because the majority of pa-
tients consider magic and religion as part of the reason for their being
ill, and because rural self-medication is symbolic of prehispanic
tradition. . . . Nevertheless, we know too little about these curan-
deros to be able to evaluate their role in health improvementin these
areas. . . . (Cahedo 1974:1133).
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There is a failure here to distinguish between different treatment
options that may, from an informant’s point of view, be sharply dis-
tinguished (such as curanderos, practicantes, and self-treatment).
It is also misleading to assert that traditional practices continue
because they are “symbolic of prehispanic tradition.” Further, the
above view considerably exaggerates the significance of magical
and supernatural beliefs, both as factors in treatment decisions and
as important features of the curer’s practice. Presumably these
comments refer to such folk illness concepts as evil eye and
witchcraft-caused illnesses, which, in Pichataro at least, represent
only a small fraction of all illness episodes, the majority being ex-
plained and treated in accordance with more naturalistic princi-
ples, as described in Chapter Three.

A much more important point regarding these comments, how-
ever, is the a priori assumption that every decision to consult a
curer necessarily implies a decision not to consult a physician. To
what extent is this true in Pichataro? Just as it was possible earlier
to look at the critical considerations involved in decisions not to use
a physician’s treatment, here the model allows us to determine
which specific alternative was not chosen in each situation when a
traditional curer was. That is, it is possible, by tracing individual
cases through the model, to specify in each instance a curer was
chosen, which remaining alternative represented the next most.
likely choice had the curer alternative been unavailable.? The dis-
tribution of these “rejected” alternatives appears in Table 7.2. Here
the data show that in less than one-third of all instances in which a
curer was chosen was her treatment preferred to a physician’s
treatment. Further, seven of these cases involved the choice of a

Table 7.2. Rejected Alternatives to Consulting a Curer

Instances in which folk
curer was selected in

preference to: Number Percentage
Self-treatment 1 2
Practicante 39 68
Physician 17 30
Total 57 100
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curer following unsuccessful treatment by a physician (Rule 6.5-9);
therefore, only 18% of the instances in which a curer was chosen
entailed the rejection of a physician’s treatment on the basis of a
preexisting preference for traditional curers. Thus, in only a rela-
tively few cases can nonuse of physicians by Pichatarefos be ex-
plained as due to competition from traditional curers.

Conclusions: Access and Marginality

The study findings provide little support for the point of view
that it is primarily “sultural” factors, such as traditional beliefs
about illness and the presence of folk curing specialists, which ac-
count for the less-than-spectacular inroads that Western medicine
has made into Pichéataro’s health care system. Rather, weseea peo-
ple with an awareness of, and often as not a genuine enthusiasm
for, modern medical treatment, but who are at the same time fre-
quently denied full access to such services. To a considerable de-
gree, in fact, the traditional system of medical beliefs and practices,
which remains full and vigorous, and the continuing use of and role
for native curers (as well as marginal medical personnel such as the
practicante Rafael), may be seen as aspects of the community’s on-
going adaptation to its position of economic and social marginality
in relation to the larger Mexican society. '

Modern health care services in Mexico are unequally distributed,
favoring the urbanite and the regularly employed (see Canedo
1974), putting rural subsistence farming communities like Picha-
taro at a double disadvantage.r Most government supported
health-care facilities systematically exclude the non-wage earner,
and those that do not (such as S.S.A. facilities like the Patzcuaro
Health Center—see Chapter Five) are chronically understaffed and
underbudgeted. Despite apparently genuine efforts on the part of
the government to provide improved facilities (such as the Ario de
Rosales Clinic), it remains true that in seeking modern medical
treatment most Pichatarefos, most of the time, depend upon the
system of health care delivery with which they are least well
equipped to cope—the private, fee-for-service physician.

Obviously Pichataro cannot be claimed to represent all rural
Mesoamerica, and even less so marginal rural peoples 1n general.
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they do not deal with the most important real WOI‘l(.1 factors con-
straining such use. In Pichataro’s case, for example, it seetns clea-r
that past government policies and national politicoeconomic condi-
tions that have resulted in the overwhelmingly urban concentra-
tion of medical resources in Mexico, and regulations that often sys-
tematically exclude rural subsistence farmers from using them,
have had as much to do with determining the ways in which pe.opl‘e
" in Pichataro make illness treatment decisions as anything intrinsic
to life in Pichataro itself. N '

Applied to Pichataro’s case, then, the more traditional v%ews of
the factors limiting the utilization of modern medical serv1'ces by
rural Third World peoples do not go very far toward accounting for
the actual data. Moreover, the solutions that follow from such ex-
planations seem largely to ignore the most impor'tant factors that
shape the choices they aim to influence. The primary ro.le ?f the
applied anthropologist, in settings similar to that of Pichéataro,
should no longer be to advise medical personnel of the best. ways of
overcoming the “cultural peculiarities” presumably inhibiting the
target population’s “acceptance” of modern health c'are. Rather, to
paraphrase Alan Beals (1979:690), it should be to insure that th.e
community has genuinely available its fair share of whatever medi-
cal services its government is capable of providing.

EVALUATING THE APPROACH

Decisions that Pichatarefios make about treatment come about
through an interaction of two kinds of influences. The ﬁr.st derive
from the culturally patterned knowledge about illness and its treat-
ment that residents have in mind in making treatment choices. The
second are a product of the real world conditions within W‘hich
people make these choices, but over which they have little c_h.rect
control in specific illness situations—particularly those conditions
determining the accessibility of nonindigenous treatment alter-
natives. To explain meaningfully the distribution of treatment
choices in a community requires that the role of each kind of
influence be made clear.
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If we fail to distinguish carefully between these influences, we
run the risk of attributing certain choices to one kind of influence
when they are in fact due in much greater degree to the other. As I
reviewed above, for example, this appears to be the case in
Pichatdro for choices that seem primarily influenced by real world
constraints (such as high costs in relation to available resources)
but which might be explained instead as primarily influenced by
traditional illness beliefs and attitudes. Of course, the disparity in
the policy implications of the two sets of findings is great.

If we employ the decision-making approach the likelihood of
such errors is lower than with the correlational approach charac-
teristic of much previous research on medical choice (see Chapter
One). This is because with a correlational approach the explanation
that is ultimately reached is as much dependent upon the specific
variables the investigator chooses to examine as it is upon the ac-
tual factors involved in people’s choices. If we collect data solely on
the acculturative status of the individuals using different treat-
ment alternatives, for example, then the explanation for their dif-
ferential utilization will necessarily be cast in these terms. With the
decision-making approach, on the other hand, nothing about the
method of investigation determines the ultimate content or form of
the model; it is free to reflect whatever combination of factors actu-
ally determines a given community’s choices.

The decision-making approach that has been followed here repre-
sents a relatively recent development in the area of cognitive an-
thropology, a line of research that was at one time characterized as
a “science of trivia” (Harris 1968:591). It seems fair to say, on the
basis of the results of this study and of the limited number of other
applications of the decision-making approach (see Chapter One),
that we have good evidence to the contrary. Our approach has not
only provided detailed insights into an issue that is, by most stan-
dards, significant, but it has also made explicit the relationship be-
tween the ideational and the observable in a way that would seem
difficult to accomplish by other means.

Presenting one’s research findings in anthropology is really never
anything more than a progress report. The determinants of human
behavior can never be known or described with certainty, and each
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set of findings leads in turn to a new set of questions that require
answers. In the present case there are several such questions.

Future research should be directed toward further examining the
cognitive bases of the treatment decision-making process. As [ have
discussed in more detail elsewhere (Young 1980), the dynamics of
the faith concept, in particular, remain incompletely known. Faith,
as I have described it in this study, has at least two aspects—as a
judgment of the relative likelithood of cure associated with each sys-
tem of therapy, and as a generalized likelihood of cure ranking asso-
ciated with each treatment alternative. Only further field research
can clarify the exact nature and range of information considered in
such judgments, and the relationship between situational faith
judgments and the more generalized rank ordering.

Another issue that this study puts us in a good position to ex-
amine in the future is change in the treatment decision-making
process itself. As I mentioned in Chapter One, variation in the ob-
servable patterning of health-care choices through time does not
necessarily indicate change in the underlying standards by which
people make these choices. Because we have some understanding of
this underlying process, it should be possible to determine whether
future shifts in the utilization of modern medical services represent
true culture change (as ideational change; see Goodenough
1963:269) or just a relaxation of external accessibility constraints
on these choices. ,

Finally, future study should examine some of the extracommun-
ity determinants of treatment decisions. It is clear that much of
what determines the nature of health care and medical choice in
Pichataro derives from the community’s marginal position in rela-
tion to the national society. Because this study has focused on med-
ical choice from the point of view ‘of the individual seeking treat-
ment, it has been possible only to touch upon the larger external
political and economic realities. It is these, however, that will ulti-
mately determine whether health care in Pich4taro will improve.

By pursuing these questions, perhaps some day we shall come to
understand even more fully the ways in which the people of
Pichataro continue—as they so often say—to “make the struggle”
against illness.

Appendixes
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Case Collection
Procedures

T o provide case history materials for use in testing the model of

treatment decision making, we selected sixty-two Pichétaro
households to visit on an approximate biweekly basis during a six-
month period in 1976. We again surveyed the households during a
return visit in June through August 1977. In all, 323 illness episodes
were recorded.

THE SAMPLE

Originally, we randomly selected a sample of fifty-two households
{approximately 10% of the towr) from the town census. Each
household was then visited, the project explained, and permission
asked to make regular visits over the following few months. All
households contacted agreed to participate. After the first two
rounds of visits, however, we decided to replace five of the house-
holds, as they were uncooperative (a child was always sent to the
gate to report that “no one” was home—an acceptable strategy in
Pichataro when one wishes not to be disturbed), and it seemed
likely that we would be unable to get an accurate record of illness
occurrences from them. We selected replacements by searching the
census sheets for other households that matched the originals as
closely as possible in terms of size, barrio membership, occupation,
language use, education, and so on. Later it became necessary to
replace two more households (the families had gone to Mexico
City), and this was done in the same manner.

After the first round of case collection visits, we decided to add an
additional ten households to the sample, randomly selected from
the barrio of San Miguel. This was done in order to increase the
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number of cases obtained from the upper part of town (see Chapter
Two), with the idea of later comparing certain aspects of illness be-
havior between the two parts. No significant differences were ) ‘[
found, however, and the cases have therefore been combined with . ® .
those obtained from the original sample of fifty-two households.

Although the sample is not a strictly random one, it does repre-
sent the town in terms of mean household size, occupation, educa-
tion, language use, house type, and so on. We can assume that the ~|
body of data collected is also representative of Pich4taro house- :
holds in general.

Date
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Each household in the sample was visited on an approximate bi-
weekly schedule. The actual time between visits varied from about
ten to fifteen days, dependent upon whether return visits were nec-
essary, and upon how much other interviewing was being done at
the same time. At each visit an adult member of the household was
questioned. In cases where no adults were at home, up to two re-
turn visits were made before a given household was skipped for that
round. Visits were begun in February of 1976, and continued until
late July—a period just short of six months. At each visit, house-
hold members were questioned about any illnesses that had oc-
curred since the previous visit. If illnesses had been recorded during
the last visit, we also collected information on their progress or res- o
olution. :

The intent of the case collection was to record all illnesses in each
household during the six-month survey period. Especially in the
early rounds, we urged informants repeatedly during the visit to . ~
report all illnesses that had occurred, no matter how minor. We ‘m
kept an account of each illness on a specially prepared form, on : r
which its entire course could be charted in detail. Figure A.1 illus-
trates how one of the cases described in Chapter Six (Enrique’s first
case of gripa) was recorded. We kept records on a day-by-day basis -
of symptoms present, their severity, the cause ascribed to the ill- SA
ness, the treatment actions taken, behavioral changes accompany- Cause Symptoms Gravity| Treatment  Behavior F amily
ing the illness, and the family’s reaction. Any changes as the illness < m ) A = rea;twn

FEnrigue
Curandera = Curanderach

Name

[continued medication]

Household #

Private
doctor
[Pdtzcuaro)
Extremely
Worried

Day 1
X
Enrique’s Case of gripa

Worried T»b

Change of
weather
Elevated
temperature
Cough
Runny nose
Home
treatment
ying
oesn't
want to eat

Preexist.

Figure A.1.
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progressed could be indicated.! (In the actual field interviewing, the
symptoms, treatments, causes, and so on, were coded and recorded
by number.) Elsewhere on the form we entered the diagnostic
label(s) given the illness episode, and additional information on the
treatment alternatives utilized (their cost and location, the out-
come of the treatment, and so on). Once the details of the illness
were obtained, we discussed the case less formally and asked the
informant about the situation that led up to the choice of treat-
ment, why other alternatives had not been chosen, and what fur-
ther actions were being considered in the event that the illness con-
tinued. We thus made the attempt to get as much information as
possible concerning the reasoning behind the choice of treatment.

ADDITIONAL DATA ON THE
SAMPLE HOUSEHOLDS

In addition to the information available from the general town cen-
sus for each sample household, we collected three other types of
data.

Wealth rankings were obtained for each household. We asked
five key informants to rank the households on their relative level of
wealth (according to their recursos econdmicos). The actual task
involved sorting a set of cards, one for each jefe de familia (‘house-

_hold head’) in the sample, into an unspecified number of groups,
depending on the wealth differences judged to exist between them.
Informants formed from six to nine groups. Overall, agreement be-
tween raters was high,? and there was little difficulty in performing
the task. Raters were chosen from various parts of town for their
special knowledge of these matters (for example, one was a store-
keeper, one worked in the tax collector’s office). These ratings were
combined and an overall wealth rank assigned to each household.
The ranks were put to several uses in the analysis (see Chapter Six).

The other two areas in which we collected supplementary data
are the family illness histories discussed in Chapter Six (“Testing
the Model” section) and the socioeconomic data in Appendix B.

~ category of illness (derived from the analysis in Chapter Four)

B

A Correlational Analysis

B y the correlational approach I refer to studies which have pos-

ited single factors or classes of related factors as explaining
differential treatment choices, because of their association with
them.! As discussed in Chapter One, the basic explanation emerg-
ing from such studies is most often one of the following: 1. different
categories of people use different treatment sources because they
have different beliefs or expectations about their effectiveness, and
therefore treatment choices are predictable on the basis of the ac-
culturative status, educational background, or some other specified
feature of the informant;? or 2. people believe a given type of treat-
ment or practitioner capable of curing only specific classes of ill-
ness, and therefore treatment choices are predictable on the basis of
the characteristics of the illness involved.

In order to test how well such factors relate to different treat-
ment choices in the Pichdtaro data, I compiled the following char-
acteristics of the sample households: educational level and literacy
of both male and female household heads; educational attainment
of their children; age of the male household head:; languagé use
(Tarascan and Spanish); media exposure (radio and television
ownership, and newspaper and magazine reading habits); fre-
quency of travel outside of Pichitaro; migratory experience in
other areas of Mexico; migratory experience in the United States;
the relative wealth rank of the household; and the primary occupa-
tion of the male household head. In addition, I constructed two
composite variables—one an education variable combining the
schooling, literacy, language use, and media exposure items; the
other an outside exposure variable combining travel and migration.
I also compiled a second set of factors dealing with illness episodes:

H
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etiological category; level of gravity; duration of the illness; and
the age, sex, and birth order of the victim of the illness.

I then determined the statistical association of each of these fac-
tors with the treatment choices in the illness cases described in
Chapter Six. These cases were placed into five groups according to
the treatment alternative(s) used in each: 1. those receiving only
home or self-treatment; 2. those taken to a folk curer; 3. those
taken to a practicante; 4. those taken to a physician (private physi-
clan or the Patzcuaro Health Center); and 5. those in which both a
folk curer and a physician were consulted. Cases were placed in cat-
egories 2 through 5 regardless of whether they received prior self-
treatment. Eighty-four percent of the cases could be placed in the
above categories; the remaining 16% involved a wide variety of
treatment combinations, none of which was frequent enough to be
included as a separate category. Since these latter cases do not to-
gether form a homogeneous group, I excluded them from the
present analysis. I then constructed a series of twenty-two contin-
gency tables. In each case, the five treatment categories served as
the dependent variable, and each of the factors described in the pre-
ceding paragraph served, in turn, as the independent variable. The
alm was to see how well the independent variables predicted the
distribution of the cases across the different treatment categories.

For each table, I computed a measure of statistical significance
(chi square) and two measures of strength of association (Cramer’s
V and lambda). Nine of the factors were significantly associated
(significance level for chi square of less than .05) with the treatment
choices. These are listed in Table B.1, along with their correspond-
ing values for V and lambda. Since at least one variable (the treat-
ment categories) in each case is at the nominal level, more fre-
quently encountered measures of association such as Pearson’s r
and Spearman’s rho are not appropriate. Cramer’s V, a measure of
association for two nominal-level variables, is simply the phi statis-
tic adjusted for tables larger than 2 X 2, and like phi its value
ranges from zero to +1. I also calculated a second measure of asso-
clatlon, lambda, since it provides a convenient interpretation: it
represents (in its asymmetrical form) the percentage by which abil-
ity to predict the dependent variable (the treatment choices) is im-

A Correlational Analysis - 18%

Table B.1. Factors Associated with Treatment Choices

.. Lambda
Significance R
Factor » level for x* 1% Asym. Sym.
Wealth rank of household 0.0001 0.29 0.04 0.07
Occupational type 0.001 0.20 0.00 0.00
Education of children 0.0001 0.21 0.00 0.06
Media exposure 0.01 0.20 0.00 0.05
Illness category 0.0001 0.27 0.03 0.06
Etiological category 0.0001 0.23 - 0.00 0.03
Level of gravity 0.0001 0.58 0.24 0.29
Duration of illness 0.0001 0.31 - 0.09 1 0.07
Age of victim 0.0001 0.24 0.00 0.07

proved once knowledge of the independent variable (each of the
nine factors in Table B.1) is provided. The symmetrical form of
lambda, also included, measures overall predictive improvement
‘when no assumptions are made about which variable is independ-
ent. (For additional discussion of V and lambda, see Blalock
1972:295-303; Mueller et al. 1970:249-256; and Nie et al. 1975:
224-2286.)

If we examine the results, it is apparent that no single factor by
itself substantially accounts for the overall distribution of treat-
ment choices. Many of the factors in the table are not independent
of each other. Educational attainment of children and media expo-
sure, for example, are both significantly and positively correlated
with wealth. Similarly, the age of the victim and the duration of the
illness are both important considerations in judging the gravity of
an illness (see Chapter Three). Thus, in many cases the factors are
not independent predictors of treatment choices.

Some conclusions, however, are possible on the basis of these re-
sults. The highest association occurs with the level of illness grav-
ity, which alone improves the rate of prediction by 24%. One can
reasonably infer, then, that the gravity of an illnessis an important
factor influencing treatment choices. It is also apparent that rela-
tive household wealth is influential.?® On the whole, the results
compare favorably with those obtained in other studies of this
type. Colson’s (1971) data from a rural Malay village, for example,
show a V value (my computation) of 0.53 for the relationship be-
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C

Representing the Data on
Treatment Choice

he principal task in analyzing the paired comparisons and other

treatment decision data was to determine the ways in which
the main considerations involved combined in a given instance and
led to the selection of a particular treatment alternative. Since,
owing to the nature of the data, fragments of these utilization rules
are scattered across many responses, it was necessary to combine
them and eliminate redundancies. What I sought, then, was a
means of formalizing the narrative descriptions of treatment choice
that were available from the interviews. T'wo possible means by
which this may be accomplished are flow charting the data or using
a decision table. ‘

Flow charts are frequently used to describe decision processes

(see C. Gladwin 1975; Geoghegan 1973; Keesing 1971). Figure C.1
1llustrates how the following narrative can be charted:

There are two reasons why people here go to curers. When the
sickness is not grave and they think that the curer can cureit, they

go to her. Or, if the sicknessis grave and they lack the money to go to
a doctor they go to her.

An alternative means of formalizing narratives is the decision
table. Decision tables specify: 1. the conditions (considerations)
affecting choices; 2. the actions that may be taken; and 3. the rules
of choice, that is, the particular combinations of conditions that
lead to each action. The methodology behind the use and construc-
tion of decision tables is well developed (Pollack et al. 1971; see also
Miller and Johnson-Laird 1976:281-290). The sample narrative
may be put in decision-table format as shown in Table C.1.

191
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Go to a
doctor
yes
Gotoa
Start: Grave? curer

Figure C.1. Flow Chart of Narrative

The Y’s (“yes”) in the table indicate that the particular condition
must be true or present for that rule; the N’s (“no”) indicate that
the condition must be false or absent. A blank indicates that the
condition is not relevant for that rule—that it may take any value
and not affect the action taken. Criteria for a good table are that it
cover all possible combinations of conditions (completeness), and
that each combination be covered only once (nonredundance). In
the example below, since there are two conditions, each of which
may take two values, there are (2 X 2) or four possible combina-
tions, or rules. However, since Rule 3 covers two combinations,

N N ) .
namely (N) and (Y ), the table is complete. Conditions are not nec-

Table C.1. Model Decision Table

Rules 1 2 3
Conditions
Grave Y Y N
Have money Y N
Actions
Go to a doctor pd

Go to a curer ) X X

Representing the Data 193

essarily limited to binary values. For example, rather than “yes”
and “no” for Condition 1, the entries might have been slightly,
moderately, and very grave, had the narrative contained these dis-
tinctions. In this case the condition would have three possible
values, and the table six possible rules.

Both flow charts and decision tables contain the same informa-
tion, and one may readily translate from one to the other, as has
Jjust been shown. For present purposes, I have found the decision
table to provide the clearer and more straightforward format for
formalizing the data on choice of treatment. As the number of con-
ditions to be considered Increases, the drafting task involved in con-
structing a flow chart becomes more complex, and the chart is less
easily read than the equivalent decision table. One might argue
that the decision table ignores the ordering of considerations (as-
sessments) and that the flow chart preserves this order. All that is
actually lost, however, is the impression of the temporal order of
consideration of conditions, and not their logical order or priorities
(H. Gladwin 1975:188). In the narrative gravity has priority over
having money, since the latter is a relevant consideration only in
cases of grave illness. Gravity, on the other hand, is relevant in all
situations. The flow chart could be redrawn with “have money” in
the first diamond; a “no” for that condition would lead directly to
the choice of a curer. This is not the ordering of considerations ex-
pressed in the narrative, however, and so this representation would
be inaccurate. It is of course not difficult to detect such errors in
this example, but in more complex cases involving more consider-
ations and choices among more alternatives, rﬁistakes are less eas-
ly avoided. Reversing the ordering of conditions in the decision
table, on the other hand, would result in no difference in how the
rules are defined, and the logical ordering or priorities of the condi-
tions would remain.

Note that the decision table does not describe what is involved in
the determination that, for example, a given illness is indeed grave
or that one does have money sufficient for a visit to a doctor. These
matters are discussed in the text.



Notes

CHAPTER ONE

1. A number of contrasting terms are used in the literature to distinguish
the more localized systems of medical belief and practice that charac-
terize particular cultural traditions from scientifically based biomedi-
cine. Here, the former will be referred to as traditional, folk, indige-
nous, or non-Western, and the latter as modern, Western, or scientific.

2. While not reviewed here, the sociologically oriented literature on
health care utilization is quite extensive and may be consulted by
those interested in additional approaches (see Andersen, et al. 1975;
Anderson 1973).

3. The sample queries that Janzen provides (1978:33), however, are not
exemplary of ethnoscience interviewing techniques.

4. Other examples of the “features of the illness” approach include Chen
1975; Colson 1971; Gould 1965; and Logan 1973. A few studies have
examined treatment choices with reference to features of both the ill-
ness and the people, for example, Cosminsky 1972; Garrison 1977.

5. I prefer “account for” rather than “predict,” since the test data usually
represent choices that have already been made.

6. Apart from the question of convenience (we were both already fluent in
Spanish), other factors suggested that the use of Spanish as the pri-
mary field language was appropriate. The majority of Pichdtaro’s
adults are bilingual (Tarascan and Spanish); of those that are not,
nearly all are monolingual Spanish speakers. It became reasonably

; clear to us early in the fieldwork that Spanish was as much the lan-

; , guage of illness as was Tarascan. In inquiring about illness terminology

in Tarascan, for example, many times informants were unable to recall
a term, finally responding: “I don’t remember the Tarascan word for it,
but here it’s called ____~_” (using a Spanish term). We
learned only enough Tarascan to amuse people with our attempts to
speak it.

7. This number includes forty-five cases collected from the same sample
of households during the return trip in 1977.
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CHAPTER TWO

1.

10.

Additional ethnographic details on Pichataro, and a fuller presenta-
tion of the quantitative data referred to in this chapter, may be found
in Young (1978b).

. “San Francisco” refers to the town’s patron saint, and for some pur-

poses forms a part of the town’s official name. Ordinarily it is referred
to simply as Pichataro.

. The Tarascan region includes two other areas as well—la Canada, on

the northern boundary of the Sierra, and the area around Zacapu—
which are not described here because of their distance from, and lesser
importance for, Pichdtaro. An excellent geographic summary of the
Tarascan region may be found in West (1948), from which many of the
details included in this paragraph were taken.

. No attempt will be made here to review the substantial ethnographic

literature on the Tarascan area. R. Beals (1969) references most, of the
important sources up to about 1960. Castile (1972:44-46) reviews sev-
eral works which appeared during the 1960’s. See also the studies of
Acheson 1972a, b; Burgos Guevara 1964; Dinerman 1974, 1978; G. Fos-
ter 1967.

_ All Pichataro forest lands are communally owned, and household

heads are assigned certain sections for such purposes as firewood and
resin collection. These “holdings” may be neither bought nor sold.

 This contrasts with the situation in the neighboring village of

Cumachuén. During a visit there, several men with whom we spoke
lamented the town’s critical land shortage, which was responsible for
many leaving to seek work in Zamora and Mexico City.

. Thisisin great contrast to what Foster claims for Tzintzuntzan,in the

Lake area. These people, when asked about wealth differences, are said
to characteristically respond “There are no wealthy men, here we are
all equal!” (G. Foster 1967:12).

 The use to which these data were put becomés apparent in Chapter

Six.

. Although most agriculturallands in Pichdtaro are officially communal

property, individuals have rights to the use of particular parcels. Such
parcels are frequently bought and sold within Pichétaro, and while
such transactions have no legal basis in state law, they are recognized
within the town itself.

Households in Pichataro form small “corporations” (Hunt and Nash
1967) since taxes and assessments for special community events, such
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11.

13.

14.

15.

16.

17.

18.

1.
2.

as the major fiestas, are levied on a household rather than on an indi-
vidual basis. ‘ )

This is a brief ceremony in which the crown of a saint’s image is placed
momentarily on the child’s head to insure his or her proper healthy
growth.

. San Bartolo I has an abandoned chapel that houses no saint’s image.

In'1977 attempts were underway to renovate the structure. One can see
badly preserved ruins of the chapel of San Francisco. In the other ba-
rrios, older people can remember the former locations of their respec-
tive chapels, but the sites are now occupied by houses.

See G. Foster (1960:34) and Kearney (1972:22-24) for further discus-
sion of the upper-lower phenomenon in other Mesoamerican communi-
ties.

Fortunately, and purely by chance, our house in Pichitaro was very
near the fuzzy line separating the upper and lower parts of town, and
thus carried no strong identification with either (see Figure 2.2 for this
boundary’s location.)

Many details on governmental organization in the Tarascan area may
be found in Moone (1969).

There is a good deal of support in Pichataro for the idea of becoming a
separate municipio, a status which will be quite difficult to achieve.
Sometimes referred to as ‘the representante de bienes comunales
(“Representative of Communal Properties™).

Van Zantwijk (1967:209) lists a number of ceremonial offices Pichdtaro
“has,” which were actually abandoned many years ago. His use of the
ethnographic present seriously confounds the comparisons he at-
tempts; for example, the source of his comments on Pich4tarois Leon’s
(1904) nineteenth-century work in the area. In this connection, see
Carrasco (1952). ’

CHAPTER THREE

This sensation is apparently produced by throbbing of the aorta.

The symptoms of latido seem closely akin to what Western medicine
terms an “anxiety reaction,” a type of neurosis (see Butcher 1971:25—
27). Clark (1959:178-179) describes the same illness in a Mexican-
American community in California.

. One woman disagreed, saying that women must be more resistant than

men, since they must be able to withstand their husbands’ blows!
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4. Water is considered essential in preventing the body from drying out,

but no informant was able to provide details of its utilization. It is sim-
ply drunk to “take away the thirst,” collected in the bazo, passed to
the bladder (if this is distinguished from the baz0), and eliminated.

5. Cosminsky’s (1975, 1977a) description of the concept alimento in a

Guatemalan community is in some ways parallel to what we described
for Pichdtaro, although in this case there is apparently no equation of
juiciness with strength.

6. This should not be confused with the wet-dry dichotomy of classical

humoral theory (see G. Foster 1953), to which the present juicy-dry
distinction appears unrelated. Whereas “wetness” and “dryness” in the
humoral scheme were not necessarily related to actual moisture con-
tent (W. Madsen 1955), what is specifically of concern here is the water
or oil content of the food.

7. “Hot” or “cold” in quotes refers to an item’s supposed quality (as with
foods); without the quotes, to actual temperatures.
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18. In the sorting taskf the symptom “vomiting” was explained as referring
to a severe type that we might associate with, say, acute dysentery.

CHAPTER FOUR

1. This technique and several other features of the study reported in this
chapter are adapted from D’Andrade, et al. (1972), and are similar in
?evdel;al respects to procedures discussed in Kronenfeld and Kronenfeld
n.d.). '
'I"he decision to set the cutoff at six or more was made after examina-
tion of the frequency distribution of the number of “yeses” per frame-
term pair across the ten informants, which showéd an inflection at five.
The me?n number of “yeses” received by frame-term pairs recorded
affirmatively in the data matrix is 7.3; for those recorded as “no” the
mean number is 1.7. Overall, then, the data matrix reflects a greater

bo

8. He refers to two American nurses who have operated a clinic for some than 70% consensus. Raising the cutoff point to, sa
years in this lake village. They are renowned in the area for their . would have eliminated over one-fifth of the pOsit’ive }cl;sjz fr? t(;lrergoze
- . . ata
fluency in Tarascan. matrix, while increasing the average consensus only 4%
9. For additional discussion of the concept of contagion, see Chapter 3. There are no set rules for the selection of a similarity mf;asure for cl

. . . . . . us-
Four, note 7. ] ) o ter analysis. The principal issue in this case is whether or not negative

10. Chapter Four explores how this awareness is reflected in illness cate- ! matches (both items lack the given attribute) should be included. T
APLe . cluded. In
gorization. ' o the course of the analysis similarity measures were calculated in both

11. Conditions involving spots on the skin approximating those produced ways, and the clusterings done on them were quite similar. The diffe
by smallpox are usually designated in Pichdtaro as viruela loca (‘crazy ences that did occur would not substantially change the .COTlclu ier-
smallpox’), considered to be a distinct, less serious form of smallpox. here. For a number of frames elimination of negative matches Slo?;

wou

disregard a significant attribute. For example, that two illnesses are
both not grave illnessesis fully as significant as the fact that two others
are. In my reckoning about one-third of the frames are of this type. For
other frames negative cases seem less significant (for example, two ill-
nesses both do not give you chills) but still cannot be considered irrele-
v.ant. With these considerationsin mind I decided to include both posi;
'tlve and negative matches in the similarity figures. Another possibility
in thf.} calculation of a similarity measure is to assign greater weight to
certain attributes that are thought for intuitive or theoretical reasons
to hafre. greater importance. However, in this case I was interested in
examining the categories that result in the absence of assumptions
about the significance of particular distinctions, so I did not attempt to
weight the attributes.

192. Data on the number of alternatives used per episode are givenin Chap-
ter Six. ’

13. The average rank-order correlation (Spearman’s rho) between infor-
mants on the illness term ranking task was 0.46, as compared with 0.55
for the symptom rankings.

14. Two symptoms—calentura (a “temperature”) and fos (‘cough’)—are
not indicated in Table 3.1, for reasons discussed below. ' )

15. However, informants rarely disagreed by greater than one level.

16. “Bed” is used loosely here, since many Pichatarefios sleep on simple
woven mats rather than in beds.

17. The other symptom remaining unclassified was tos (‘cough’). This is
because different kinds of coughs are recognized (‘dry cough,’ ‘rasping

cough’), and they indicate varying levels of gravity.
|
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4. The Johnson clustering procedure actually produces two representa-

tions of the data. Initially it takes the two most similar items and joins
them. This clusteris then linked to the item most similartoit to form a
second cluster, and so on. Were the data perfectly hierarchical, items
merged would have the same similarity profile, but in practice this is
rarely the case. Johnson’s first solution, the “connectedness” method,
uses the distance between an item and the member of the cluster most
similar to it as its measure of the similarity of an item to the cluster.
His “diameter” method takes the distance of an item to the member of
the cluster least similar to it as its measure. Miller (1969:190-191)
points out that for each of these solutions thereis a matrix correspond-
ing to the levels at which each pair of items clusters. Construction of
this matrix consists of tracingup from each pair of items to the point at
which they were first included in the same cluster. The matrices corre-
sponding to both the connectednessand the diameter solutions for the
present data were constructed and correlated (Spearman rank-order
correlations) with the original similarities data. The results were:
original-connectedness = 0.70; original-diameter = 0.74. The diameter
representation was therefore selected, on the basis that it provided the
better fit with the original data, and is the representation given in Fig-
ures 4.1 and 4.2. '

. The term and the general idea come from Bruner, Goodnow, and Aus-
tin (1956, Chap. 2), although I have devised the specific application.
Note that criteriality is not a measure of statistical association. It
seems closely analogous to what some cognitive psychologists refer to
as “cue validity” (see Rosch 1978). Calculation of criteriality values is
not limited to cases in which cluster analysis has been used, but is gen-
erally applicable in situations where a classification of items, and infor-
mation on the distribution of a set of characteristics across those items,
are available.

. One might wonder if the removal of low variance frames discussed a
few pages earlier resulted in the elimination of any additional highly
criterial attributes. The distribution of these attributes across clusters
was checked, and none had a significant criteriality. The main effect of
including low variance frames in the data is to increase the similarity
levels overall, with little influence on the resulting clusters.

. The local understanding on contagion bears no strong resemblance to
the germ theory. It can be shown that a relationship exists between
the attribute Aot weather and the attribute contagion (see Figure 4.5).
Logically, possession of the attribute contagion implies possession of

Note to Page 96

201

Illnesses having+attribute contagion

lllnesses having attribute * |
hot weather ——

34

Figure 4.5. Relationship between Hot Weather and Contagion

the attribute Aot weather, since there is no case of an illness having the
former while lacking the latter. On the basis of the ethnographicgevi-
depce, one may infer a causal relation between the two, hot weather
be’mg a necessary, but not sufficient, condition of contagion (see
,D An_drade 1976). For the illnesses in cluster I (Figure 4.1) hot weather
is be.heved t? make a person more susceptible to “attacks” of cold from
an air or mo.lsture and thus may be viewed as a condition predisposin
one to certain illnesses stemming from contact with external environtcjr
mental hazards. The relationship between hot weather and the ill-
n<‘esse_>s having this attribute in cluster II is that heat generated from
within the body, as from work or strong emotions, is not readily dissi-

pated as it would be in the more temperate weather exi

most of the year. sting during

. This distinction also seems to have been made in classical Greek and

Rom ici i i i
an medicine, to which Latin American ethnomedicine is histori-

call}f related (G. Foster 1953). The Greek physician Galen wrote con-
cerning sources of deterioration:

‘Bu.t since [the body] has two sources of deterioration, one in-
trinsic and spontaneous, the other extrinsic and accidéntal it
must needs require no little care and forethought. Now it I;as

' be.en shown that intrinsically the body first deteriorates and de-
clines toward death in two ways, either from old age or from the
perpetual flux of its substance, or, as a consequence of what it
eats and drinks, from the formation of excrements. Sponta-
neously, then, it thus deteriorates. But of those things which
affect i't from without, certainly one which is inseparable and, as
we might say, essential is the surrounding atmosph’ere
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. . . [which] harms us by making us unduly warm or cold,
dry or moist. . . . (Green 1951:11).

The distinction proposed by G. Foster (1976) between “personalistic”
and “naturalistic’ causality concepts involves a different sort of con-
sideration. He refers primarily to the extent to which volitional agents
are implicated in explaining illness. Here, however, the reference to
personal illnesses is meant only to establish that the initiating circum-
stances are conceived as intermal to the individual.

CHAPTER FIVE

1.

o

Home and self-treatment are used here interchangeably; both refer to
situations in which the ill person either treats himself or is treated by
another household member, and no curing specialist is consulted or
otherwise involved.

. Until recently it was common for Tarascans to refer to themselves

ethnically as naturales or naturalitos (‘natural people’), contrasting
with gente de razén (‘people of reason’) or mestizos (see Chapter Two).

. Neither was he referred to as a huesero (‘bonesetter’) or sobador (‘mas-

seuse’), which are specialized curing roles common in some areas of
Mexico (see Adams and Rubel 1967).

. One might then question employing use of traditional curers as an in-

dex of commitment to traditional beliefs, as is sometimes done in mod-
ernization studies employing a correlational design.

. This was also true at the time of Beals’s study of Cheran (R. Beals

1946:156-158).

. “Center of Fundamental Education for Community Development in

Latin America,” a UNESCO and Organization of American States
sponsored training center in Patzcuaro.

. To avoid the confusion that might result from using the English trans-

lation for this category of curing specialists, the Spanish practicante
will be used, with the understanding that it refers specifically to this
particular type of “practitioner.” Note that this is not the more usual
meaning of the term, which generally denotes graduates of medical
schools who are practicing prior to their receiving formal certification
as physicians. ‘

In general, men report fewer illnesses than women, but not to the ex-
tent of accounting for the difference discussed here.

The medical school curriculum in Mezxico consists of five years.

'
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10. One woman referred to the nurses working at the Center as criadas

11.

12.

13.

14.

1.

2

3.

4.

(‘maids’)!

In Mexico most drugs legally requiring a doctor’s prescription for their
sale may in fact be bought without one in many pharmacies.

This view has some justification. See Caedo (1974) for documentation
of the overwhelmingly urban concentration of health care personnel
and facilities in Mexico. The Ario de Rosales Clinic represents some
attempt on the part of the Mexican Government to alleviate this
maldistribution.

Most Pichdtaro residents, along with rural subsistence farmers gener-

ally in Mexico, do not receive regular wages nor bélong to organiza-

tions that would permit enrollment in the Social Security system and

thus are excluded from using the regular LM.S.S. Clinics found in most

towns and cities (see the discussion of institutionalized exclusion in

Chapter Two).

Simoni and Ball (1975) present an interesting discussion of market- -
place medicine hucksters. Their observations were made in several lo-

cations in Mexico, including the Patzcuaro market.

CHAPTER SIX

It was claimed (in Chapter One) that the decision-making approach
offers a number of potential advantages, particularly compared with
the correlational approach. The evaluation of this claim requires that
some considerationalso be given to the results that the latter approach
vields in accounting for the same data. Such an analysisis described in
Appendix B.

This is not always the case. Quinn (1976), for example, describes the
difficulties involved in eliciting explanations of how pacification fees
are set in Mfantse litigation proceedings. In the present case, however,
our success in obtaining the decision criteria seems to have been largely
due, in addition to the importance and recurrence of such decisions, to
the fact that people are used to talking about them.

The case histories mentioned here are not those which were briefly
summarized at the beginning of this chapter (and at the end of Chapter
Three). The latter constitute a separate body of cases from an entirely
different sample of Pichataro households, and their primary use is as
test cases for the model developed later in this chapter.

The reason that the two now-excluded alternatives were included ini-
tially was.that the interviews were begun early in the fieldwork period,
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before any of the case history data, and much of the data in Chapter

Five, were available.

By juxtaposing folk and medical treatment, as is frequently done in

this chapter, I do not mean to suggest that folk trgatment is no';1 medz
calin the broad ethnographic sense of the term. I simply chose theszz a
the best translations of the terms Pichatarefios use to refer t;)l t if“{i
systems of therapy and to avoid more curnbex:sorne terms (su-c 1alst o .
rﬁédical treatment” and “Western scientific-based medical trea

ment”).

The figures in Table 6.3 reﬂéct the percentage of equivalent responses

for each pair of hypothetical situations across all informanz;. Fz; z;
given pair, each instance in which two informa}nts stated that fets )
alternative would be used at the same stage in the sequence 0 ) ria -
ment was counted as one “agreement.” The figures were arrived at as

follows:

number of agreements — number of disagreements’
total possible agreements

Therefore, positive figures in Table 6.3 indicate.thfit agrier:e;its
outnumber disagreements, while negative ﬁgures. 1nd1c_ate. tha X hse-}
agreements outnumber agreements. The ﬁgure ‘1tself indicates he
magnitude of the difference. For example, in pair (3, 4) agr;emeans
outnumber disagreements by 68% of the total responses, Wth. me »
that of all responses, 84% (that is, .68 + (1.0 — .68)/2) were 1n agree
I;Ilz?;: .that two figures are given for some of the pairsin Table 6.3}.1Tlieset>
are the pairs of situations that are the same except. for the .:s.s
consideration—knowledge of a remedy. When a remedy is know;},ll 1
almost always described as the first step that W'Ollld be taken. elz{re(i
fore, for these situations, when the informant is sub‘seque.ntly as.e
what would next be done assuming the remedy had oee.zn 1T1effect1ve,
the situations are now the same: a remedy is not known in either cat;e.
The second figure given in these cases is the agreernellt betw.eeri- 'e
two sets of responses when the initial “known remedy step 1s. 1e 1.rn.1-
nated. In some cases (such as 1, 2) the responses. a.re very simi a}:, n
others (such as 5, 8), the difference in initial condl_tlo.ns s_eems t(;1 ave
considerable effect in reducing the subsequent similarity of the re-

sponses.
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components of the model, they are called “conditions”; in other con-
texts it seems more appropriate to refer to them ag “considerations.”

9. The contrast between the two processes just described is analogous to
what are referred to in the literature on decision making as “marking
rules” and “assessments,” respectively (see Geoghegan 1973; Quinn
1974).

10. Actually faith has been spoken of in this section in two somewhat
different ways—as the situationally variable judgment of the relative
likelihood of cure associated with each system of therapy (folk and
Western medical) Jjust described, and as a generalized likelihood of cure
ranking associated with each treatment alternative (as in Figure 6.1).
However, within each system of therapy the ranking of alternatives ig
generally fixed: if one Judges medical treatment as more likely to pro-
vide a cure, a Physician’s treatment will, on this aspect, be ranked over
a practicante, and a practicante over self-treatment; if one estimates
folk treatment as more likely, that provided by a curer will be ranked
over that provided by self-treatment. This is why when a faith judg-
ment is necessary, the basis upon which it is made is the system of ther-
apy. Once judged, the relative ordering of individual alternatives in-
volving the class of therapy is fixed. Note that all the faith concept
implies is an ordinal estimate of relative probabilities (prob, > prob,)
and not the construction of a probability distribution (as in, for exam-
ple, Fabrega’s (1974:169~174] illness behavior model), the cognitive
plausibility of which is- questionable (see Quinn 1978; Young
1980:125-127).

11. The reason for this is that the type of medical remedies available for
home treatment are not considered as “strong” as those used by practi-
cantes; the remedies used by curers, on the other hand, are not greatly
different from those used in home treatment.

12. Note that the faith condition never involves a tautology, since a given
value (F or M) does not in itself indicate an unambiguous choice (F
may lead to either self-treatment or a curer, and M to any except a
curer). Faith in folk treatment, for example, is a necessary but not
sufficient condition for the choice of a folk curer.

13. In the course of testing, eighteen choices were eliminated because
thev involved treatment altemnatives not included in the model, and
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twenty-seven were eliminated because insufficient data were obtained ) . ]
; other hand, defines a situation of grave illness, in which a probability-

of-cure ordered strategy would be in effect. Since no other condition is
specified that would eliminate the choice of a physician (such as inac-
CHAPTER SEVEN ; cessibility) except the faith consideration, the choice of a curer here

may be said to most directly entail the rejection of a physician’s treat-
ment. Since the choice process involves rank orderings of alternatives ”
along particular dimensions (see Figure 6.1), it is generally the case

to score them reliable.

1. The most extreme and blatantly ethnocentric expression of this point
of view that I have encounteredis contained in Schendel’s Medicine in

Mexico: . .
exico that for each specific choice another alternative may be designated as
‘ the second most plausible option to h
At the very bottom of the cultural scale are the isolated, pure- 7 that most directlI; rejectedp 1on to have been chosen, and thusalsoas
blooded tribes of indigenes, who dwell in remote areas unreached 4 :

. As T pointed out in Chapter Two, Pich4taro is less poor and less iso-
lated than many rural indigenous communitiesin Mesoamerica, whose
disadvantage in terms of health care is proportionally even greater.

by missionaries or any other aspects of modern civilization. In
such “pockets of history,” some literally still live in the Stone
Age. Speaking only their ancient tribal language, they retain
their traditional pagan beliefs and customs 100 per-
cent. . . . Among these people, belief in old Indian deities, evil
spirits, and the powers of sorcery is, naturally, absolute. And the
witch doctor provides the only “medical” attention “avail-

APPENDIX A

1. The method of recording the illnesses is adopted from Fabrega
(1974:185-189). The case collection procedures in géneral parallel

able. . . . This belief in evil powers as an important cause of ill- those used by Colson (1971), and Woods and Graves (1973)
ness sends the Lgnora;nt ﬂockn;g to curafnder(cyls and l()é’u]}iJs gor1 | 2. The Kendall coefficient of concordance (W) for the five sets of ratings
treatment, rather than to doctors of medicine (Schende was 0.77 (signi )
; . gnificant at the 0.001 level 1229~
AR . vel) (see Siegel 1956:229-238).
2. This particular example was chosen for citation because the implica- APPENDIX B
tions for policy have been made particularly explicit. It is not difficult 1. Examples are cited in Chapter One
to find similar explanations from studies made a good deal closer‘t.o 2. Surprisingly, the possibility that some alternatives are used more fre-
Pichataro. Woods, for example, in regard to modern health-care utili- uently by th h i
hat . > q y by those who can best afford them has been given less atten-
zation in a Guatemalan community, concludes that “the persistence of tion.
the Indian’s traditional world view is perhaps the most pervasive rea- 3. As will be seen later in Chapter Six, there are good reasons why these
son for Luceho reluctance to relinquish use of their folk practitioners particular items should do this well.

(Woods 1977:44).

3. Here is how the rejected alternatives were determined: take Rule 6.4-2
of the model (Table 6.4) as our first example. The illness is initially
judged as nonserious, thus, by the cost-ordered strategy assumed in
effect, a physician’s treatment would not be an option under consider-
ation. Further, self-treatment has been considered and eliminated, as
no home remedy is known in this case. It may reasonably be assumed,
then, that the actor at this point is left to choose between a curerand a
practicante, and thus the choice of a curer may be said to most directly
entail the rejection of a practicante’s treatment. Rule 6.4-7, on the




Glossary

Only Spanish terms used repeatedly are included here. Terms are
defined as they are used in the context of illness in Pichataro.

aire  An “air” or “wind,” usually a “cold” agent that may cause illness
by entering the body and upsetting its normal “hot”-“cold” equilibrium.

bilis The “gall bladder,” an internal body part containing a dangerous
liquid that may be released and spread through the body as a result of
strong emotional experiences. Also, the name for the illness so brought
about. The term hiel is usually taken as synonymous with bilis.

brujo A “witch,” who may be sought for the cure (and presumably at
times the “causation”) of witchcraft-related illnesses. Also referred to as
an hechicero. This term does not generally refer to folk medical practi-
tioners (curanderas).

buena enfermedad “Good illness,” i.e., brought about through natural
means rather than through witchcraft. Contrasts with mala enfermedad.

calentura A state of elevated temperature or bodily “heat,” which ac-
companies many illnesses. Also used as a diagnostic label for conditionsin
which elevated temperature is the only significant symptom. Calentura is
not synonymous with fiebre (“fever”), since the latter refers to a specific,
severe state of excessive bodily heat.

caseros See remedios caseros.

comadre Betweena child’s parents and godparents, the female term of
reference and address.

compadrazgo Theenduring, kinlike, ritually formed relationship link-
ing parents and godparents.

compadre Betweena child’s parents and godparents, the male term of
‘reference and address.

curandera(o) “Curer,” a traditional or folk curing specialist. Often re-
ferred to simply as “one who knows [how to cure].” In Pichataro, curers are
almost always women.

descuido “Carelessness.” Illnesses thought brought about by contact
with an external environmental hazard are often attributed to descuido,
the implication being that the victim bears some responsibility for the
illness.

209
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enfermedad “Illness” or “sickness.”

fe “Faith” or “confidence” As a consideration in the treatment
decision-making process, fe refexrs to a subjective judgment of the relative
likelihood of cure associated with folk, versus modern, treatment and rem-
edies in curing the given type of illness.

fuerza “Strength” or “vigor.” Obtained from food and air, fuerza is the
basis of bodily functioning. Most body parts may be explained in terms of
their role in the provision, distribution, or utilization of fuerza.

gripa “Cold” or “flu,” the most common illness in Pichéataro.

latido “Pulsating ball,” literally “palpitation.” A body part described
as a small ball located behind the navel, which may “rise up” and cause
illness in response to eating delays. Also, the name for the resulting illness.

malde ojo “Evileye.” Anillness specificto children, thought caused by
someone’s strong emotional reaction after seeing a child. This reaction is
somehow transferred to the child, causing one of two types of illness: if the
child has “light” blood, ojo de gusto (“of delight”) will result; if the child
has “dark” blood, ojo de coraje (“of anger”), a much more serious illness,
will result. This illness is thought curable only through folk treatment
methods.

mala enfermedad “Bad” or “evil” illness, thought to be caused by
witcheraft. (Contrasts with buena enfermedad.)

médico A physician.

médicos See remedios médicos.

mollera caida “Fallen fontanel,” an illness, usually confined to chil-
dren, thought to result when a section of the top of the skull “falls down”
as a result of a fall or fright. Thisiliness is considered curable only through
folk treatment methods.

ojo See mal de ojo.

practicante Literally, a “practitioner,” but in Pichataro used to refer
specifically to nonphysician practitioners of modern medicine, either the
local Catholic nuns (who run a small dispensary), a government-employed
nurse, or a local self-trained lay “doctor.”

remedios caseros “Folk remedies” (literally, “household remedies”).
Refers to the herbal and other plant- and animal-derived medicinal sub-
stances used in traditional illness treatment. Used both in self-treatment
and by folk curers. :

remedios médicos “Medical remedies” or “doctors’ remedies.” Refers
to both pharmaceuticals and manufactured patent medicines. Remedios
médicos are associated with physicians and practicantes, and remedies
classified as such may élso be used in self-treatment.
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